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Angiomata of the Liver, Spleen and Mesentery: 


A Case Report 
David M. Gibson, M.D., and William M. Wyatt, M.D.* 


Kansas City, Kansas 


Angiomatous malformations are rather frequently 
found in the liver, but those occurring in the spleen 
ind mesentery are distinctly less common. They 
may exist as hemangiomata, lymphangiomata, or as 
combinations of both. 

Hemangiomas occur more often in the liver than 
in any other internal organ.! In a recent review of 
the literature, Pines and Rabinovitch? found only 
36 cases of true hemangiomas of the spleen, and 
added six of their own cases. The incidence of 
hemangiomata of the spleen at autopsy is stated to 
be approximately 0.1 per cent. Angiomata of the 
mesentery ate uncommon and are usually of the 
lymphangiomatous type, but these have been re- 
ported to co-exist with hemangiomata.4 

Angiomata are regarded as developmental anom- 
alies, usually congenital, rather than true aeo- 
plasms.?» > They have been described in practically 
every organ and structure in the body, are frequently 
multiple, and thus may be present in many different 
combinations. 

A case of hemangioma of the liver, co-existing 
hemangioma and lymphangioma of the spleen, and 
lymphangioma of the mesentery follows: 

M. C., a 58-year-old Mexican female, was admitted 
to the University of Kansas Medical Center with the 
chief complaints of vaginal bleeding and foul vag- 
inal discharge. Physical and biopsy examination 
disclosed an ulcerated anaplastic carcinoma protrud- 
ing from the cervix. Two months later, after ra- 
dium therapy, the patient appeared with a tumor 
mass just above the umbilicus associated with signs 
of intestinal obstruction. At operation a mass of 
tumor tissue measuring 15 cm. in diameter was 
found in the omentum; a portion of this mass 
formed an omental hernia and produced partial ob- 
struction of the transverse colon. Multiple small 


*From Department of Pathology, University of Kansas Medical 
Center. 


peritoneal implants were also noted. Removal of 
the obstructing mass and repair of the omental 
hernia were carried out. The postoperative course 
was uneventful until the ninth day, when the pa- 
tient suddenly developed chest pain and severe 
dyspnea and died within a few minutes. 

Autopsy: The immediate cause of death was at- 
tributed to pulmonary embolism derived from 
thrombosed parametrial veins. 

The anterior superior portion of the uterine cav- 
ity showed polypoid adenocarcinoma measuring 
three cm. in diameter. Multiple small metastatic 
tumor nodules were irregularly dispersed over the 
peritoneum and abdominal viscera, including the 
surfaces of the broad ligaments, the liver and the 
spleen. These nodules varied from a few milli- 
meters to three cm. in diameter. 

Tumor nodules of a different gross appearance 
were found in the liver, spleen and mesentery of 
the small intestine. Four of these were found in the 
liver, varying from 0.5 to one cm. in diameter. The 
spleen contained three such nodules, the largest of 
which measured four by three by two cm. and was 


Figure 1. Photograph of section of the spleen showing the 
angioma in the upper half. Natural size. 
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located subcapsularly. The other two nodules were 
slightly less than one cm. in diameter, and were 
seated deep in the splenic pulp. Within the 
mesentery, two nodules were found, one of which 
measured one cm., and the other two cm. in di- 
ameter. Grossly, these were all similar in appear- 
ance. They were all well defined, their margins 
being easily demarcated from the surrounding tis- 
sue. On cut section, they presented a honeycombed 
appearance, forming many various sized cystic 
spaces. Most of the spaces were filled with a yellow, 
transparent fluid, which, when allowed to escape, 
caused collapse of many of the thin cystic walls. 

The right ureter was double in the proximal por- 
tion for a distance of two cm. before joining to 
form the main ureter. Both segments were patent 
and both measured three mm. in diameter. Mul- 
tiple small diverticuli were present in the descend- 
ing colon. 

Microscopic Examination: The veins of the broad 
ligaments contained multiple thromboses, and ante 
mortem thrombi were present in the pulmonary 
arteries. There was an adenocarcinoma of the body 
of the uterus with generalized metastases to the 
peritoneal cavity. The findings of interest with re- 
gard to this study were in the liver, spleen and 
mesentery. 

Liver: The capsule was not thickened, and the 
usual lobulated architecture was present. Some in- 
flammatory cells were seen around the portal spaces, 
and there was some cytoplasmic vacuolization of the 
liver cells in the portal area. The central veins and 
sinusoids were distinct. In one area, just beneath 
the capsule, the liver tissue was replaced by an ir- 
regular network of large endothelial lined spaces 
surrounded by thick, anastomosing strands of fibrous 
tissue. The fibrous tissue was generally cellular, but 
was collagenous in some areas. Many small capillary 
spaces were contained within the fibrous walls. The 
large endothelial lined spaces all contained varying 
numbers of red blood cells as well as a few in- 
flammatory cells. 

Spleen: The capsule was thickened, and the 
Malpighian bodies were large and poorly outlined. 
The pulp was congested and the sinusoids were not 
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distinct. In one area, the splenic tissue was re- 
placed by many large, irregular, endothelial lined 
spaces, surrounded by thick bands of connective 
tissue resembling that seen in the liver. In many 
areas the stroma between the spaces was composed 
of splenic pulp. Many of the spaces were packed 
with red blood cells, while others contained pink 
staining, homogeneous material and no red cells. 
Considerable proliferation of young connective tis- 
sue was seen in one area. 

Mesentery: The mesenteric fibro-adipose tissue 
was replaced in one area by a cluster of thin walled, 
endothelial lined spaces surrounded by thin strands 
of connective tissue and adipose tissue. These spaces 
contained pink staining granular debris, many 
leukocytes, and occasional red blood cells. Many 
small accumulations of lymphoid tissue were seen 
in the surrounding mesenteric tissue. 


Anatomical Diagnosis: Multiple venous throm- 
boses of the broad ligament, pulmonary emboli and 
thrombosis. Anedocarcinoma of the body of the 
uterus with generalized peritoneal metastases. 
Hemangiomata of the liver; co-existent hemangio- 
mata and lymphangiomata of the spleen; lym- 
phangioma of the mesentery. Double right ureter; 
multiple diverticulosis of the descending colon. 


Comment: A case is reported in which a rather 
unusual combination of angiomata were present in 
the liver, spleen and mesentery. The lesion in the 
liver was a hemangioma; that in the spleen co- 
existing hemangioma and lymphangioma; and that 
present in the mesentery a lymphangioma. In view 
of the fact that angiomata are regarded as develop- 
mental anomalies, it is interesting to note also the 
presence of other congenital defects, such as the 
double right ureter and the multiple diverticuli of 
the descending colon. 
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Bilateral Popliteal Embolus: 


A Case Report 


L. J. Hanis, M.D.* 


fyausas C:ty, Kansas 


Embolism involving the popliteal arteries has been 
reported by various authors! to comprise nine to 15 
per cent of all embolic phenomena, and is rec- 
ognized as one of the vessels least affected. Em- 
bolism in general is difficult to treat and carries 
2 poor prognosis, even in the hands of experienced 
men. The following case is presented because of its 
unusual occurrence and diagnostic problem. 

A white male, age 61, was admitted to the hos- 
pital January 10, 1949, at 3:45 p.m. complaining of 
severe cramp-like pains in both extremities below 
the knees and shortness of breath. The history of 
the present illness revealed intermittent dyspnea on 
effort for several months with occasional dependent 
edema. A past history of heart trouble was obtained; 
the patient had been digitalized previously, but dis- 
continued his medication approximately three 
months ago. At 3:30 p.m., while at work, the pa- 
tient experienced a sudden severe cramp-like pain 
in both calves and noted that his feet became cold 
and numb. Physical examination revealed moist 
rales over the base of both lungs, a slightly enlarged 
heart with the apex rate 140 and the radial 100; no 
murmurs were present and the blood pressure was 
160/90. The liver was two fingers below the costal 
margin and slightly tender to pressure. The ex- 
tremities were dry, cold and blanched from the 
knees down with spasm of the calves, which were 
extremely tender to pressure, the left leg predomi- 
nating in these findings. Femoral and popliteal 
pulsations were present bilaterally while the dorsal 
pedis and posterior tibial were absent, bilaterally. A 
diagnosis of auricular fibrillation with left popliteal 
embolism and reflex spasm of the right vascular sys- 
tem was made. 

The laboratory. data was essentially negative ex- 
cept for a white blood count of 13,100. 

Treatment and Progress 

5:55 p.m. Five cc. of etamon chloride intramus- 
cularly. The lowest blood pressure reading was 
140/80, the highest 160/90; readings at five min- 
ute intervals. Bilateral paravertebral blocks. 

7:42 p.m. Left leg colder than right, also having 
a more mottled hue. 

8:52 p.m. Spinal anesthesia 13% mgm. in 2.0 cc. 
of 10 per cent dextrose plus 0.3 mgm. of epinephrin 
hydrochloride. 

9:15 p.m. Both legs felt slightly warmer, the 


Resident in Surgery, St. Margaret’s Hospital, Kansas City, Kan- 
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right more than the left. Spasm still present bi- 
laterally. The patient was relieved of pain. 

9:48 p.m. Intravenous procaine hydrochloride 1.0 
gms. in 700 cc. of normal saline started. 


10:05 p.m. No change from 9:15 reading. 


10:20 p.m. Embolectomy of left popliteal artery 
advised. A loose clot was removed approximately 
two inches proximal to the bifurcation of the per- 
oneal and posterior tibial arteries. The anterior 
tibial was not identified. A small caliber suction 
catheter was passed five to six inches distally and 
several loose clots removed. The artery was closed 
with vertical mattress sutures and pulsation was 
felt two to three inches below incision. 


11:00 p.m. Exploratory of the right popliteal ar- 
tery decided on because of poor prognosis of the 
left leg and no change in physical findings since ad- 
ministration of spinal anesthesia and intravenous 
procaine hydrochloride. The findings were identical 
to those of the left leg. Both legs were wrapped 
in sheet wadding, and patient returned to room. 
Heparinization of the patient was begun immedi- 
ately and dicumarol therapy was started orally. 


2:00 p.m. January 11, 1949, the prothrombin time 
was four minutes and the clotting time three hours 
(Lee and White). 

During the next nine days, the treatment con- 
sisted of bilateral lumbar sympathetic block, papa- 
verine hydrochloride, dicumarol, etamon chloride 
intravenously and intramuscularly, with five min- 
ute readings of the blood pressure. The patient was 
digitalized slowly. Cyanosis of both feet was first 
noted on January 14, 1949. During the following 
days cyanosis progressed to the middle one-third of 
the left leg and on the right to the level of the ankle 
with areas of ecchymosis on the upper lateral side 
of the calf immediately below the knee. On January 
21, 1949, a bilateral guillotine type amputation 
above the knees was performed. The patient was 
dismissed on February 4, 1949. 

The arteries were dissected and the left popliteal 
was found to be occluded approximately one inch 
below the previous incision. The upper portion of 
the anterior and posterior tibial and peroneal ar- 
teries were also occluded. The arteries of the right 
leg were similar. 

Microscopic: Arteriosclerosis with calcification 
and antemortem intravascular thrombi; phlebo- 
thrombosis. 

Comment: This case is presented because of its 
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unusual occurrence and diagnostic problem. The 
interval of time between diagnosis and embolectomy 
was longer than one would desire; however, this 
factor was beyond our control. 


Summary 

The treatment is directed at establishing the best 
circulation possible using vasodilating drugs and 
lumbar sympathetic block. Heparin and dicumarol 
therapy should be started early and if bleeding 
from the incisional wounds is noted, as was in this 
case, on the second day, one need not be alarmed 
because it usually is minimal. Spinal pontocaine 
and intravenous procaine were used in this case as 
a diagnostic procedure to determine whether the 
symptoms of the right leg were due to spasm or 
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embolus. Embolectomy should be performed early, 
and when in doubt as to whether reflex spasm ex- 
ists, exploration is mandatory. Applications of heat 
and cold are contraindicated either prior to or after 
embolectomy due to increased metabolism of tissue 
and vasospasm. The legs should be wrapped in 
sheet wadding postoperatively and kept slightly de- 
pendent with a cradle covering them. Amputation 
should be delayed as long as possible, or until a 
definite line of demarcation sets in, since most cases 
are free from infection and the greatest amount of 
tissue can be saved.' 
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Management of Acute Head Injuries* 


Head injuries may be classified as (A) open and 
(B) closed. Open injuries incur the risks of (1) 
hemorrhage aud (2) wound infection. Closed in- 
juries involve the risks associated with (1) imme- 
diate destruction of brain tissue (contusion, lacera- 
tion, etc.) and (2) progressive damage secondary 
to (a) cerebral compression due to intracranial 
hemorrhage or edema, and (b) anoxia resulting 
from an inadequate airway. 

For clarity, the treatment of open and closed 
wounds will be considered separately, but it is to be 
emphasized that both often are seen in the same 
patient and require consideration jointly. 

Treatment of Open Wounds 

The proper treatment of /aceratsons of tbe scalp 
consists of thorough cleansing, débridement and 
snug closure. As a first aid measure, a compression 
bandage should be applied to control bleeding. Ex- 
ternally protruding foreign bodies should not be 
manipulated. When the patient's general condition 
permits and adequate equipment is available, the 
following procedure should be undertaken: 

(1) Shave scalp widely about the wound. 

(2) Cleanse wound with soap and water and 
irrigate thoroughly with copious amounts 
of solution (saline or water). 

Infiltrate margins of scalp wound with pro- 
caine. 

Remove dirt and excise devitalized portion 
of scalp. 

Explore skull for fracture. 

If no fracture, close wound snugly in one or 
two layers with interrupted sutures of non- 
absorbable material. 

Give antitetanic serum of tetanus toxoid. 


(3) 
(4) 


(5) 
(6) 


(7) 

Simple lacerations may be closed in the emer- 
gency room by a single operator, but it is more sat- 
isfactory if the operator has an assistant to compress 
the margins of the wound to control bleeding. 

Where the Jaceration overlies a fracture, surgical 
correction should be undertaken only in the operat- 
ing room, for it may be necessary to remove dirt, 
hair, or débris from the fracture line or to remove 
bone fragments. One should be prepared to deal 
with bleeding from the dura and brain. 


If the brain is lacerated or foreign bodies are re- 
tained within the brain substance, all macerated 
brain tissue should be removed, the foreign bodies 
remioved if possible, particularly if they are non- 
métallic, all bleeding controlled and the dura and 


*Prepared for the Committee on Trauma, American College of 
Surgeons, by a special committee of the Harvey Cushing Neuro- 
surgical Society. 


scalp closed snugly. Surgical treatment of these 
wounds requires experience in brain surgery and” 
special equipment (suction, lighting, electrocoagula- 
tion, etc.) With thé use of chemotherapeutic and 
antibiotic agents, it is permissible to defer oper- 
ative closure of wounds for many hours pending im- 
provement in the patient's general condition and 
analysis of his neurologic status. 

Leakage of cerebrospinal fluid from the nose or 
ear constitutes a special problem. Any cerebrospinal 
fluid fistula invites the risk of meningitis. Now, 
with an adequate screen of -antibiotic and chemo- 
therapeutic agents, one is justified in waiting 10 to 
12 days pending spontaneous closure. If the leak 
persists longer than this, surgical closure of the 
fistula should be considered. Some feel that lower- 
ing of the spinal fluid pressure to 90 mm. of water 
Ly spinal drainage every twelve hours promotes 
spontaneous closure. Fortunately most fistulas do 
close spontaneously. 


Closed Wounds 

One of the most frequent causes of death after 
head injury is progressive cerebral damage due to 
anoxia. Many factors contribute to this: 

(1) The capacity of the contused brain to utilize 
oxygen is diminished. 

The cerebral blood flow is reduced, even 
though blood pressure may be elevated. 
The oxygen concentration of the blood is 
diminished as the result of a disturbed res- 
piratory center and obstruction of the res- 
piratory tract (tongue, mucus, pneumo- 
nitis). 

The treatment in such cases is the maintenance 
of an adequate airway and the administration of 
oxygen. Patients frequently improve remarkably 
after clearing the airway and administering oxygen. 
The most satisfactory way of giving oxygen is by 
nasal catheter. Oxygen tents and masks interfere 
with attempts to keep the airway patent. Constant 
nursing attention, with a suction apparatus for the 
removal of mucus, is necessary. This may be sup- 
plemented by postural drainage (head down on 
face). Tracheotomy is indicated in certain cases. 

The differential diagnosis between surgical and 
nonsurgical lesions is of primary importance in the 
management of acute head injuries and usually de- 
pends upon the patient’s course. Hence, a carefully 
taken history, particularly as relates to the onset and 
duration of unconsciousness, and frequent and re- 
peated neurological examinations are necessary. 

Intracranial clot, such as extradural, subdural or 
intracerebral hematoma, usually is incompatible 
with life and requires surgical removal. Most pa- 


(2) 


(3) 
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tients with these lesions show progressive stupor, 
convulsions, focal paralyses and disturbance of the 
vital signs, such as alteration in pulse, respirations, 
etc. If the patient has been conscious and then loses 
consciousness, an expanding intracranial lesion is 
probably present. The lucid interval may be pro- 
longed (days or weeks) with subdural hematoma. 
If the patient has remained continuously uncon- 
scious from the moment of impact, the coma may be 
due in part to contusion of the brain and in part to 
an expanding lesion. -In such instances, it may b= 
impossible to make a differential diagnosis clin- 
ically, and cranial exploration then is necessary if 
the patient’s condition is growing worse. 

The surgical management of these lesions is not 
within the scope of this paper. 


Special Examinations and Trcatments 


(1) X-rays. X-rays of the skull rarely influence 
the course of treatment, yet the procedure of taking 
films involves considerable manipulation and wastes 
time, both of which are detrimental to the ill pa- 
tient. Hence, it is advisable that x-ray examination 
of the skull be deferred until such time as the pa- 
tient is cooperative and his condition stabilized. 
Attention should always be given to the possibility 
of injury elsewhere, particularly to the cervical 
spine. 

(2) Position of Patient. The position of election 
is with the head elevated, since this reduces venous 
congestion. The advantages of this position, how- 
ever, are far outweighed by the disadvantages which 
might accrue from an obstructed airway, and if the 
patient's airway cannot be kept completely open 
with the head elevated, this position should be 
changed to one which best promotes an adequate 
airway. 

(3) Shock. Surgical shock (peripheral vascular 
collapse) is rare in head injuries per se, but, when 
present, the usual measures (Trendelenburg posi- 
tion, intravenous fluids, heat, etc.) should be em- 
ployed. Shock usually indicates associated injuries 
end demands primary consideration. 

(4) Fluid Balance. In an effort to reduce or limit 
cerebral swelling after head trauma, certain writers 
have advocated rigid dehydration by withholding 
fluids, administration of hypertonic solutions in- 
travenously, the use of magnesium sulphate enemas, 
etc. Rigid dehydration does harm rather than good 
to an ill patient, as the other vital body functions 
are interfered with. Fifteen hundred to 2000 cc. 
daily are necessary to keep the patient in fluid bal- 
ance. 

It is necessary in this connection to keep close 
watch upon the protein metabolism. Coma, stupor 
and prolonged confusion often result from protein 
depletion and can be prevented or corrected by the 
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administration of protein hydrolysates, plasma or 
whole blood. If coma is prolonged, gastric feedings 
by nasal catheter are indicated, using a high protein 
diet. 

(5) Spinal Puncture. Considerable controversy 
prevails concerning the indications for and the merit 
of spinal puncture in the diagnosis and treatment 
of head injuries. Some advocate daily spinal punc- 
tures as routine in the treatment of head injuries, 
but this is not generally accepted. The authors of 
this bulletin consider the indiscriminate use of 
spinal punctures dangerous. The following are con- 
sidered proper indications for spinal puncture. 

(A) Diagnostic— 

(a) To determine pressure where intra- 
cranial clot is suspected. 

(b) To determine the presence and/or 
degree of bleeding. 

(B) Therapeutic— 

(a) To lessen intracranial pressure by 
withdrawing fluid as a temporary ex- 
pedient pending measures that provide 
more lasting control of increased in- 
tracranial tension, such as surgical 
evacuation of clot. 

(b) Evacuation of bloody fluid when signs 
of meningismus appear, usually four 
to eight days. Evacuation of fluid at 
this time usually relieves headache and 
speeds recovery. 

Technique. When indicated, a spinal puncture 
should be done with the patient in the lateral re- 
cumbent position, using a standard spinal puncture 
needle. 

The operator should make the following deter- 
minations: color of the fluid, initial pressure, final 
pressure and the amount withdrawn. 

Jugular compression tests should not be carried 
out unless one suspects injury to the spinal column. 
These tests give no information of value with ref- 
erence to the brain, and the sudden rise in spinal 
fluid pressure which follows jugular compression 
may be harmful after head injury. 

Spinal puncture should not be attempted if the 
patient is uncooperative, for the information ob- 
tained is unreliable, and struggling against resistance 
may be harmful. 

(6) Control of Restlessness. Patients who are 
restless and confused constitute a difficult nursing 
problem, and sedative medication may be necessary. 
Paraldehyde administered rectally or barbiturates— 
sodium amytal. sodium luminal—intramuscularly or 
intravenously are satisfactory. The latter are particu- 
larly indicated for the control of convulsions. Mor- 
phine and codeine are contraindicated because of de- 
pression of respirations, edema of the larynx, and 
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alteration of pupils (diagnostic). 

(7) Convalescence. Early ambulation is recom- 
mended after head injury. The patient should re- 
ceive physical therapy in the form of active and 
passive exercises early and should be gotten out of 
bed into a chair as soon as he is able and willing to 
cooperate. Prolonged bedrest is conducive to trau- 
matic neurosis. 

Lacerations of the brain, such as are associated 
with depressed fractures and penetrating wounds, 
are frequently followed by a convulsive disorder. 
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These patients should be given anticonvulsive med- 
ication for a period of several months after injury. 
The drug of choice is Dilantin Sodium gr. 114 three 
times daily. 

Many patients complain of residual headache, 
particularly in the posterior part of the head, and of 
dizziness. These symptoms generally are classified 
as posttraumatic neuroses. Recent- observations in- 
dicate that they may result from trauma to the 
cervical roots and at times are relieved by cervical 
traction. 





accept their responsibility as citizens. 


votes. 





A Good Citizen Votes 


Several medical societies have checked voting records to find out how many of their 
m:mbers cast ballots in the last election. The results, showing a high percentage of phy- 
sicians who neither registered nor voted, indicate that professional men do not always 


Matters affecting health come before every unit of governmental authority. It is im- 


portant that physicians interest themselves in local, state and national elections. Those 
who are not registered for the November elections should do so now. Every good citizen 
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Emergency Gastrectomy for Massive Hemorrhage 


From a Duodenal Ulcer—A Case Report 
Edward S. Brinton, M.D., and Harold W. Palmer, M.D. 


Wichita, Kansas 


A review of the literature on the treatment of 
Lleeding peptic ulcer is apt to confuse anyone. At 
least, one realizes that there are few pathological 
conditions about which there are so many contro- 
versial ideas as to best treatment. It is reasonable to 
assume that no one method, whether it may be con- 
servative starvation, frequent feedings, transfusions, 
or early surgical intervention is applicable to each 
and every case. Each bleeding ulcer must be clin- 
ically evaluated and given the most appropriate 
therapy at the time. According to various authori- 
ties 10 or 15 per cent of conservatively treated pa- 
tients having a massive hemorrhage from ulcers die. 
Heuer reports a group of 73 cases in which two pa- 
tients died without surgery; nine were operated 
during active hemorrhage with seven recoveries and 
two postoperative deaths. 

It is, therefore, feasible to think that there is a 
group of properly selected cases who should be 
operated early. Lewison reports a series of 82 pa- 
tients who were treated surgically for massive hem- 
orrhage at Johns Hopkins; of these, only three were 
operated less than 48 hours after onset of bleeding, 
and 12 patients were considered early, with opera- 
tions from the third to the eighth day following on- 
set of bleeding. Certainly immediate operation is 
only advisable for the patient with a massive hem- 
orrhage from the ulcer. With this decision such 
factors as diagnosis, age, degree of shock, blood 
count, blood pressure, and pulse should be carefully 
weighed. There is a period of time when trans- 
fusions bolster the patient and hemorrhage may 
temporarily stop; then with another massive hem- 
orthage the “bottom falls out” regardless of medica- 
tion. 

Diagnosis of hemorrhage from a peptic ulcer may 
be fairly accurately made by the ulcer history and 
previous roentgen studies; however, diagnosis may 
be confused by the presence of esophageal varices 
or cancer. According to Bulmer 89 per cent of acute 
gastric hemorrhages are caused by ulcers. It is a 
fact that massive hemorrhage in patients past 50 
are more likely fatal, as arteriosclerotic vessels are 
less likely to contract; also other complicating fac- 
tors such as anemia, cardiac disease, etc., may be 
present. Allen and Benedict reported that 60 per 
cent of their fatal cases died during the first episode 
of bleeding. 

Case Report 
A. J., a 57-year-old white woman, was admitted 


to the hospital at 3:00 p.m. complaining of 
hematemesis and frequent tarry stools. The patient 
gave a history of chronic indigestion and epigastric 
pain over a period of four years. She stated she had 
taken lots of soda bicarbonate but never had been 
treated for ulcers. Pain was intensified when she 
became hungry and was relieved by taking food. 

The onset of her present illness was almost a 
month prior to admission, at which time she began 
to have epigastric distress and would not eat. The 
pain became persistent and was not relieved by 
medication. Stools were normal. Two hours before 
admittance, the patient experienced a severe epigas- 
uric pain, vomited blood and then passed a loose 
tarry stool. This was repeated and she gradually be- 
came comatose, whereupon she was brought to the 
hospital. 

On admission, she was extremely pale; pulse 130, 
weak and thready; blood pressure 90/40; other 
physical findings were essentially negative except 
for a slight degree of rigidity in epigastric region 
and with tenderness in that area. The red blocd 
count was 2,019,000; hemoglobin 35 per cent; urine 
essentially negative. Patient was given 500 cc. of 
blood on admission and Meulengracht feedings at 
three-hour intervals with sodium luminal gr. two for 
sedation. Temperature rose to 102 degrees Fahren- 
heit; pulse remained at 124; blood pressure was 
100/60 until next morning when she was again 
given 500 cc. of blood. At 1:00 p.m. she vomited 
bright red blood and a short time later had a large 
black liquid stool. She complained of being very 
weak. Another 500 cc. of blood was given. Pulse 
was 136 and thready; blood pressure 80/50. For 
the fourth time 500 cc. of blood was started and the 
patient vomited bright red blood which again was 
followed by two loose red stools. She was in shock 
and received the last Sacrament of the church. Be- 
cause of her poor response to medication, emergency 
surgery was deemed advisable. 

Procedure: A right upper rectus incision was 
made, the abdomen explored and an ulcer was felt 
just distal to the pylorus on the posterior surface of 
the duodenum. The ulcer was thought to be ap- 
proximately two cm. in diameter and mobile. Upon 
mobilization of the stomach, adequate duodenum 
was present to resect below the ulcer. No difficulty 
was encountered in getting a good closure on the 
duodenal stump with three suture lines. Because 
of the condition of the patient, and time being a 
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factor, the jejunum was brought anterior to the 
colon, making an anterior polya type anastomosis 
with the stomach. Approximately two-thirds of the 
stomach was removed. The abdomen was closed 
without drainage, using chromic 0 and chomic 1 
catgut and two figure of eight-tension sutures 
through the fascia. Total time for the operation was 
two hours and 15 minutes with the patient receiving 
1,000 cc. of blood and 500 cc. of plasma. 

Anesthetic agent was nitrous oxide and ether 
with three cc. of curare intravenously. Patient's 
pulse was 120; blood pressure was 102/68 upon 
returning to room. Levine tube was put in stomach; 
oxygen was given, also penicillin; and a total of 
2,500 cc. of fluid containing amino acids and vita- 
min C was given intravenously daily. Blood pressure 
stabilized at approximately 120/70 and pulse at 100 
within 24 hours after operation. - Postoperative 
course was uneventful. Patient had received a total 
of 3,500 cc. of blood since admittance. Ten days 
following surgery, red blood count was 4,200,000 
with hemoglobin of 75 per cent. She was dismissed 
two weeks following admission. 

Pathological report revealed a three cm. duodenal 
ulcer with the open end of a small artery on the 
edge of the ulcer site. No malignant changes were 
present microscopically. See Figure 1. 


Figure 1. Resected stomach and duodenal ulcer with eroded 
bleeding vessel marked by arrow. 

Discussion: Early surgery certainly is indicated 
only in a small percentage of massively bleeding 
ulcers and as previously stated this decision is only 
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made after evaluation of the respons? to medical 
management and consideration of the factors of age 
and general physical condition. In the above case, 
resection of the ulcer was no problem; however, 
many of the massively bleeding ulcers located low 
on the posterior duodenum, adjacent to the pancreas 
and supplied by a branch of the pancreatico- 
duodenal artery, are more difficult to handle. In the 
quiescent ulcer or slowly leaking ulcer it is not nec- 
essary that removal of the ulcer be done when in 
this low lying position, as deviation of the intestinal 
content and discontinuation of the gastric acidity 
promote rapid healing. However, in the massive 
hemorrhage the bleeding point must be ligated. If 
excessive removal of the duodenum is attempted to 
get beyond the ulcer then adequate closure of an 
edematous devascularized stump presents a very im- 
portant problem, not to mention the hazard of cut- 
ting the common duct. In this low lying ulcer it is 
probably safer to open the duodenum anteriorly 
with direct ligation of the bleeding point or involu- 
tion of the duodenal mucosa by careful dissection. 
A Levine tube may then be placed through the stom- 
ach and left temporarily in the proximal loop of 
jejunum as a safety factor against back biliary pres- 
sure. 
Summary 

The case presented is one of massive hemorrhage 
from a duodenal ulcer which was treated surgically 
34 hours after the onset of bleeding. Only a small 
percentage of bleeding ulcers should be operated 
early during active bleeding, and then with due con- 
sideration to physical condition, blood count, degree 
of shock, blood pressure, pulse, and age. 
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PRESIDENT’S PAGE 


Dear Doctor: 
OUR POSTGRADUATE OPPORTUNITIES 


With the advent of fall, vacations are over and we as an organization begin our real 
work of the year. One of the most important phases of that work is postgraduate educa- 
tion. We are indeed most fortunate in Kansas to have so many good conferences, pro- 
grams, and courses within our easy reach. 


The Kansas City Southwest Clinical Society holds its annual meeting October 2 
through October 5. This is one of the most popular conferences with Kansas doctors, and 
justly so. Aside from the well balanced scienti‘ic program, Whitaker and Baxter of the 
A.M.A. will be there this year to give us up-to-the-minute news on our national problems. 


Circuit courses sponsored by our committee on Postgraduate Medical Education, in 
cooperation with the faculty of the School of Medicine of the University of Kansas, are 
again being offered this winter and coming spring. These are brought so close home that 
no one can fail to give his support. Practical refresher courses are constantly being offered 
at our University Medical Center. Our committee on Control of Cancer will again pre- 
sent a mid-winter two-day program, and our committee on the Study of Heart Disease 
will have two conferences during the fall and winter. The first of these will be held in 
Emporia in October. Our committees are a joy and satisfaction to your president and 
to the entire society. 


Our neighbors to the south, the Oklahoma City Clinical Society, will present their 
annual conference on October 30 through November 2. This program is excellent and 
merits your consideration, and I can assure you that there are a lot of splendid men in 
our profession in Oklahoma whom we should all know better. 


The Southwestern Surgical Congress is presenting an outstanding surgical conference 
and program at is second annual meeting in Denver, September 27 to 29. 


Those of you who attend these meetings regularly need no urging. To those who do not 
attend regularly, let me emphasize that you are missing a lot. Not only are you missing 
new and progressive professional knowledge and techniques, but you are missing fellow- 
ships and companionships that should be a part of you, your practice and your life. 


I hope to see you at Kansas City the first week of October and every month at the 
circuit courses during the winter and spring. 


Sincerely yours, 


President. 
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EDITORIAL COMMENT 


Our Debt to Jenner* 


The enrichment of the world as the result of 
Jenner having lived is almost unbelievable. We can 
appreciate our debt to Jenner as scientific men by 
recalling the state of the world at the time this 
great life was spent. He was born at Berkeley, 
England, May 17, 1749. He was the third son of the 
Rev. Stephen Jenner, and his mother was a daughter 
of the Rev. Henry Head. This was about the time 
when the large land owners in America were ex- 
panding and developing their lands through immi- 
gration and slave trade. Morgagni, the father of 
pathology, was beginning to record his descriptions 
of the anatomy of diseased tissues which was pub- 
lished in 1761 when he was 79. People were dying 
in prisons for non-payment of debt. Windows were 
taxed and the poor were caulking up their windows 
to avoid this tax. The jailers, because they too had 
to pay this tax, closed the windows of the prisons. 
David Hume had already (1737) shocked the 
Christian world with his Treatise on Humane Na- 
ture, which held that there was no observable “soul” 
behind the process of thought. 

In France the economic condition was such that 
there was to be a revolution before many years. 
Eighteenth century England is remembered as the 
Golden Age of Quackery, made so by the patronage 
of Queen Anne. Even many of the respected doctors 
of this time did a little unethical practice by 
patenting certain formulas. 

It was estimated that 60 million people lost their 
lives annually from smallpox throughout the world 
in those days. Those who lived were scarred, made 
blind or were crippled in other ways. It has been 
said that smallpox followed socialistic philosophy, 
permitting special privileges to none. The poor, 
rich, weak, strong, the Indian, Eskimo, Englishman, 
all were treated alike—mothers would not count 
their children until they had had smallpox—the 
young bridegroom prayed for a bride who was not 
pock-marked. It is easily seen that the one greatest 
wish of poor humanity at that time was for a 
preventive for smallpox. 

Was this great gift to mankind merely an acci- 
dent, as the uninformed might assume, or was it a 
logical development from years of preparation? 

If we follow Jenner through the various stages 
of development, the question will answer itself. 

Jenner’s father died when the boy was but five 
years old and he attended schools that had a 
religious background until he was 13. When eight 
years old, Jenner was given the preparatory treat- 
ment then used before smallpox inoculation. This 


* By Don Carlos Peete, M.D., Department of Internal Medicine, 
University of Kansas School of Medicine, Kansas City, Kansas. 


treatment included bleeding, purging and starving. 
It is remarkable that the lad survived the prepara- 
tory conditioning, much less the actual inoculation. 
It has been said that the effect of all this remained 
with Jenner in the form of fear of sudden noises, 
and it was probably the reason he retired to a 
country practice to search for a better cure for 
smallpox. 

An older brother, Stephen, fellow of Magdalen 
College, Oxford, had a great influence on Jenner 
throughout his entire life. Stephen had much to do 
with Jenner's early education, and, when Jenner, 
at 22 years, was offered the position as. naturalist 
on Captain Cook’s second expedition, he refused 
because he did not want to be separated from his 
brother Stephen. This offer followed his outstand- 
ing work of arranging and classifying valuable 
specimens of natural history collected by Sir Joseph 
Banks on Captain Cook’s voyage of discovery in 
1771. This understanding of natural science led to 
many renowned discoveries, including the solving 
of the mystery of the cuckoo nest. Nature interested 
him and he was always trying to unravel its secrets. 
This great love for natural phenomena soon found 
a mutual understanding, for, after six years ap- 
prenticeship to a medical practitioner, Jenner went 
to London to study under that great naturalist and 
anatomist, John Hunter. 

Here we have, in 1770, Jenner at 21; his in- 
vestigative mind had already pried into the marvels 
of nature. He had nearly lost his life when inocu- 
lated for smallpox, so naturally he was greatly im- 
pressed when a country girl, who came to Mr. 
Ludlow for treatment, told him that she could not 
take smallpox because she had already had cow-pox. 


Jenner’s association with John Hunter for two 
years had such a profound effect upon both that 
they remained the warmest of friends until Hunter's 
death separated them. Many of Hunter's investi- 
gations were aided or confirmed by Jenner, who was 
invited by Hunter to join with him in the estab- 
lishing of a school of comparative anatomy. Jenner 
declined, preferring to remain a country doctor, 
but he kept in close touch with Hunter by corres- 
pondence over many years, a contact which brought 
pleasure to them both. 

Hunter's great genius for investigation and ex- 
periment left its great imprint on Jenner. This 
respect for his teacher and his friend was shown 
by his reference to him in later life as the “dear old 
man.” He also attended John Hunter as a physician, 
diagnosed his illress as angina pectoris and, being 
the understanding person that he was, did not make 
this known to his friend for fear it would have an 
unfavorable reaction. He was, however, a friend 
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of Heberden and he communicated his findings to 
him. John Hunter's illness began in 1785 and was 
characterized by attacks described as “spasmodic 
affections of the face, arms, chest and stomach, and 
finally, by a violent spasm of the heart, which, after 
half an hour of agonizing pain, ended in syncope.” 
He died suddenly in 1793 while attending a St. 
George’s Hospital administrative meeting. His 
death was precipitated by a controversy over the 
rules for admission of medical students. 

This letter written by Sir Everard Home to Dr. 
Jenner indicates the remarkable understanding Jen- 
ner had of John Hunter's illness: 

February 18, 1794 
“My dear Sir, 

“I have sent you by the Major the numbers due to 
you from the Royal Society. I am well assured that 
you were sincerely a‘flicted at the death of your old 
and most valuable friend, whose death, although we 
all looked for it, was more sudden than could have 
been imagined. It is singular that the circumstance 
you mentioned to me, and was always afraid to 
touch upon with Mr. Hunter, should have been a 
particular part of his own complaints, as the coron- 
ary arteries of the heart were considerably ossified. 

“As I am about to publish a life of Mr. Hunter, 
which will contain both the symptoms of the dis- 
ease, and the dissection, I shall not say more about 
it at present; it will be prefixed to the work on in- 
flammation, and we hope to have it printed by the 
end of next month. 

“I cannot say that I have met with the ossification 
of these arteries so frequently as other alterations of 
structure in the heart, but this case is very much 
in favour of your theory.” 

While we mention angina pectoris, some more 
of Jenner's wisdom may be gleaned from a letter 
written to his friend Rev. John Clinch, who was ill 
at the time: 

February 7, 1789 
“... To return, How is your head? I fear but so 
so. I am still of opinion that the complaint you 
have. so long experienced arises from the blood- 
vessels, carrying blood to the head, overacting their 
part; you should certainly try every means to lessen 
this morbid determination. Your feet and legs 
should be kept as warm as conveniently may be, for 
when the vessels of the head are too full, the vessels 
of other parts are generally too empty; and this 
occasions coldness. I don’t see how heat can arise 
from any other cause than increased flow of blood 
upon a part. For example, the degree of heat in 
the highest state of inflammat’on is never more 
than the heat of the blood about the heart. This 
I have repeatedly ascertained by experiment. I fear 
you are too free with the use of tobacco; can’t you 
have resolution enough to give it up? Spirits, even 
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diluted as you drink them, I think, are bad; and 
so are liquors containing much fixed air, and con- 
sequently spruce beer. “Tis hard to say what you 
can substitute if you relinquish those things; but 
you should make a thousand innocent experiments 
on your constitution, and see if this distressing com- 
plaint is owing to any errof in your mode of living. 
How far the state of your stomach is connected 
with it should be studiously made out. You know it 
has long been my creed that stomach is the governor 
of the whole machine, the mind as well as the 
kody. The seat of action is certainly in the brain; 
but the stomach gives the word of command, and 
tells it how it shall act. I have taken up a notion, 
that every one of the large arteries may, in_con- 
sequence of the stomach being affected in a peculiar 
way, take upon itself an action quite independent of 
the heart, except in its number of pulsations.” 


Jenner for years mentioned the possibilities of 
cow-pox immunizing against smallpox. So often 
did he bring the subject up at medical societies 
that he was threatened with expulsion if he men- 
tioned it again. Finally, in May, 1796, a dairy- 
maid named Sarah Nelmes became infected with 
cow-pox while milking. Jenner took what we now 
know as virus from her and produced the first 
vaccination by introducing this virus into the skin 
of the arm of John Phipps. In July of the same 
year he inoculated John Phipps with smallpox, 
without the disease having any effect on the boy. 

“Very simple,” you say, but this idea developed 
through the long study of the disease transmitted 
from the horses’ hoof to the stable boy, to the cow, 
and through the dairy-maid, and finally came the 
realization that the dairy-maid was immune to 
smallpox. 

Jenner later found that cows were susceptible to 
other diseases affecting their udders and that it was 
also necessary to obtain the virus at a certain stage 
of the cow-pox or it would be ineffectual. The 
fight was long and arduous to get this gift estab- 
lished universally. There were skeptics, quacks, 
and selfish interests to be overcome. Jenner could 
have become wealthy and famous by its exploita- 
tion, but he declined both to continue his peaceful 
life at Berkley. His character was such that, in order 
to save vaccination from the quacks, he went to 
London to head an institute, with the understanding 
that he would have full control of the appointments 
of the men to administer the vaccinations. When 
his advice was not followed and he was to be used 
only as a figurehead, he resigned and returned to 
Berkley. 

He received the grateful acclaim of Jefferson, 
Napoleon, the King of Spain, American Indian 
tribes, the government of India, the Czar of Russia, 
and all the world. We, too, should pause with deep 











reverence upon the sight of a vaccination scar, in 
gratitude that Creation made possible the life of 
Jenner. We and’ scientific men everywhere would 
do well to follow in the pattern of life set by Jenner. 
Thoroughness, loyalty, honesty, investigation, pa- 
tience, humility, and the feeling that Creation has 
been planned wisely will help us to repay the debt 
to Jenner and to his Creator. 





The Kansas Plan 


The Kansas plan for providing medical care to 
rural areas has been acclaimed as a brilliant new 
idea and as an answer to socialized medicine. The 
large numbér of physicians and farmers and citizens 
from all walks of life who developed the program 
think of it in altogether different terms. 

The Kansas plan is no more than an attempt at 
a practical solution for a problem that has become 
so enshrouded with emotional intangibles that its 
practical aspect had largely been neglected. It is 
original only in the fact that the consumer was 
invited to assist in the planning. It carries a geo- 
graphical connotation only because the Kansas 
Medical Society recognized this need as an oppor- 
tunity for public service. It has been successful 
only because all parties have cooperated in the ven- 
ture. 

The migration of physicians from rural to urban 
communities was not a cataclysmic result of the war 
but an insidious revolution with origins that can be 
traced to the turn of the century. Reversal of this 
trend had been attempted elsewhere through the 
employment of sentimental and economic induce- 
ments, but since the fundamental problem was not 
recognized those programs failed. 

The fundamental problem was nothing more 
than that the physician and his family did not wish 
to live under conditions that existed in rural areas. 
The physician feared professional isolation. His 
family rebelled at the lack of cultural opportunities. 
Once that was recognized the problem became 
simple and the solution assured. 

The rural community in Kansas has undergone 
a metamorphosis. A new standard of living has 
been substituted for the previous existence. Not 
only have hospitals been built but school systems 
have been improved, churches have assumed an 
increasing vitality, recreational and cultural advan- 
tages have been created, the standard of living has 
been improved, and all of this was done by the 
community itself. 

The Kansas plan then is not primarily a program 
of supplying physicians for rural Kansas but a 
coordinated effort to make living in a small com- 
munity attractive. Those communities that have 
awakened to this challenge are obtaining physicians. 
When a town appears progressive and has an air of 
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being a good place in which to live, the physician 
wants to locate there. The medical profession has 
answered the problem of professional isolationism 
through a series of graduate programs. The com- 
munity has taken a new pride in its existence. 
Together they have solved one phase of the medical 
care problem. 

This program is only beginning. The preceptor 
project at the University of Kansas School of Medi- 
cine will interest young men in locating in small 
communities. The effort of the communities that 
still need physicians points to the fact that even 
though this problem can never be erased as solved 
it will continue through the years to ke improved 
and in this spirit of cooperation the Kansas Medical 
Society will continue its efforts toward providing 
a more adequate public service. 





Your Patronage is Appreciated 

How many times have you heard those words or 
read them on the back of a sales ticket? “Your 
patronage is appreciated.” That trite phrase has 
lost its meaning through continued repetition, and 
has become a glib, perfunctory expression of thanks. 
But on some occasions your patronage 7s appreci- 
ated, and mutual appreciation between two persons 
or organizations keeps the wheel revolving in an 
uninterrupted circle. 

In this instance we refer to your patronage of 
Journal advertisers and their patronage of the 
Journal. Those who manufacture and distribute 
medical supplies need physicians to buy and use 
those supplies, and those who buy the items need 
advertising to keep them informed on what is 
offered for sale and the conditions under which 
each drug is effective. 

As with all continuing services we've learned to 
expect as our right, we take for granted the receipt 
of our Journal each month. To us it is the mouth- 
piece of the Kansas Medical Society, and we take 
pride in the publication that we can call our own. 
But often we fail to remember that the Society 
publishes its Journal with the help of the companies 
that pay the bills, the regular advertisers. Without 
the volume of advertising we now carry, the Journal 
could not exist in its present form. ‘The number of 
pages would be restricted, the paper would be of 
cheaper quality, illustrations would be reduced in 
size or deleted, and regular features would te omit- 
ted. We owe a debt of gratitude to the advertisers 
who make our Journal possible. 

All other factors being equal, we believe that 
members of the Kansas Medical Society should 
patronize Journal advertisers when they buy medical 
and surgical supplies. All products described and 
pictured in Journal advertisements bear the stamp 
of approval of the various councils of the A.M.A., 
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our guarantee of honest representation of those 
products. Advertisements for products of question- 
able merit, or new drugs which have not been 
adequately tested, are rejected. If you see it adver- 
tised in the Journal, you can depend on its quality. 

Physicians who have been reading the Journal 
over a period of years will recognize that many 
firms now using our advertising columns have been 
doing so for years. Their support of medical publi- 
cations has not wavered, though wars and depres- 
sions have disrupted their economy as well as our 
own. We must, in all fairness, patronize the firms 
that patronize us. 

A casual remark to a detail man about one of 
his products advertised in the Journal will show 
your interest and will pay dividends in good will. 
A request for information about advertised drugs 
will indicate to that firm that copy in the Kansas 
Journal hits its mark. We do not advocate a syn- 
thetic show of enthusiasm—we suggest only an 
expression of the genuine interest Kansas physicians 
feel in therapeutic agents. In this way we can tell 
our advertisers, “Your patronage is appreciated.” 





Freedom Crusade 

The Kansas Medical Society is honored to have 
F. R. Croson, M.D., president, elected to the regional 
council of the Freedom Crusade. This new move- 
ment in the defense of democracy will shortly go 
into action all over the United States. Dr. Croson 
will sit in on the planning of this group in the 
midwest area. 

The Freedom Crusade is an inspiration stem- 
ming from Generals Eisenhower and Clay. On the 
fourth of September General Eisenhower was the 
kick-off speaker and called all free people into 
action against the continued spread of Communism 
as a way of life. This program is non-official and 
has no government connection. It is merely an 
attempt to combat by propaganda the spread of 
Communism all over the world. It will request 
financial and personal help from every person in 
this nation who believes in freedom and, as such, 
great interest in this program should be taken by 
the medical profession. 





Penicillin Useful in Cardiac Patients 

Administration of penicillin before dental ex- 
tractions and removal of tonsils and adenoids in 
rheumatic persons or patients with congenital heart 
or blood vessel defects, to prevent the possible de- 
velopment of subacute bacterial endocarditis, has 
been recommended by the American Council on 
Rheumatic Fever of the American Heart Associa- 
tion. 

The text of the statement mentioned that bac- 
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teria are frequently present in the blood stream for 
short periods of time following dental extractions 
and removal of tonsils and adenoids. In rheumatic 
patients and those with congenital heart disease 
these bacteria may lodge in the heart valves and 
cause bacterial endocarditis. The majority of such 
cases are due to alpha streptococci, usually resistant 
to sulfa drugs. 

The council recommends that operative proce- 
dures in susceptible patients be deferred until there 
is no clinical evidence of rheumatic activity and 
that patients be free from upper respiratory infec- 
tion. They suggest also the following minimum 
dosages: (1) 300,000 units of aqueous penicillin 
intramuscularly 30 to 60 minutes before operation, 
and (2) 300,000 units of procaine penicillin in oil 
injected intramuscularly at the same time in a dif- 
ferent site. 

The statement includes a suggestion that women 
with rheumatic or congenital heart disease receive 
penicillin prophylaxis at the time of delivery and 
at any time gastrointestinal surgery is required. 





Research Fellowships by A.H.A. 


Applications for research fellowships offered by 
the American Heart Association will be accepted 
up to September 15, 1950, according to recent an- 
nouncement from headquarters of that group. Ap- 
plications for research grants-in-aid, including grants 
to basic sciences, may be filed up to December 15, 
1950. Information and application forms may be 
obtained from Dr. Charles A. R. Connor, American 
Heart Association, 1775 Broadway, New York 19, 
New York. 

Ten per cent of the association’s research funds, 
approximately $45,000, will be available during the 
year 1951-1952 to support research investigations 
in basic sciences, even though such investigations 
are not directly related to the field of cardiovascular 
diseases. 

Fellowships for established investigators may be 
granted for a five-year period at a minimum stipend 
of $5,000 with an annual increase of $500. They are 
open to doctors of medicine who are interested in 
making a career in research. 

Research fellowships are granted for a one-year 
period with a stipend ranging from $3,000 to 
$4,300. They are open to graduates of approved 
medical schools who are interested in research and 
intend to follow an academic career. 

Grants-in-aid are available to non-profit institu- 
tions possessing the requisite basic facilities for re- 
search and having the necessary experienced in- 
vestigators on their staffs. They are designated for 


“a specific program of research. 














SOCIALIZED MEDICINE 








Editor's Note. This is the 13th of a series of 
articles dealing with federal compulsory health 
insurance. These are designed to give the physician 
factual information and reliable data which may be 
used in the preparation of articles or speeches on 
this important subject. Additional material will be 
presented in subsequent issues. 


Melchior Palyi, noted author and economist, 
having lived 40 years in Europe, is now teaching 
in the United States. He wrote a scholarly book 
entitled “Compulsory Medical Care and the Welfare 
State.” His background gave him an excellent 
foundation for this study. He was a student or an 
assistant to several of the leading Socialists of the 
Bismarck era. He also had employment as chief 
economist and scientific advisor to two of the 
largest banks in Germany. 

Dr. Payli first traces the history of welfare 
programs and states that this idea was not original 
with Bismarck. In his day two varieties were al- 
ready well defined and Bismarck merely gave the 
welfare state a quasi-democratic twist. Bismarck 
connected the old autocrats with the coming totali- 
tarians. His was a middle of the road Socialism 
comparable to that of the New Deal in the United 
States today. 

Once a nation has started down the road of 
welfarism, anyone who can promise greater bene- 
fits and security has every chance of success. This 
welfare concept in Germany paved the way ‘for 
Hitler. The ease with which a ruler can use a 
health program to bring himself into power has 
prompted many other nations to play with the idea. 
Most present day plans are styled either after the 
Bismarck or Lenin schemes, the latter being cur- 
rently more popular. Bismarck thought of his pro- 
gram as insurance with the people classified ac- 
cording to risk. The Russian scheme spreads the 
tisk evenly across the population, regardless of 
individual ability to pay. Actually the difference 
ketween the two types of plans is one of degree, 
with the German program more nearly like the 
Bismarck set-up and Great Britain’s and the pro- 
posed United States plan more like the Lenia type 
of security. 

Rising costs have been universal in all types of 
government health programs. The incidence of 
illness always increases. In France it was 300 per 
cent, in Germany more than 100 per cent. In addi- 
tion are the rising costs of bureaucratic administra- 
tion and political corruption. Administrative cost 
of the health program is often four-fifths to five- 
sixths of the total social security administiative 
costs. 
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To meet the rising costs, coverage is extended 
in the hope that new contributors will save the 


day. This always results in financial disappointment — 


because the newcomers to the program bring more 
than their share of demands. This presents added 
costs which must be met with added taxes or pocrer 
service. To go back would be political suicide. 

It then follows that the nation curtails the amount 
paid to physicians. When the doctor is forced to 
supplement this loss of income, he connives with 
the patient against his government and immediately 
the quality of care deteriorates. This may be an 
unintentional collaboration but it fosters abuse and 
malingering which defy all efforts at control. It 
represents a basic imponderable in any national 
health program. 

Health is subjective. Once the fatient-physician 
relationship is disturbed by the intervention of a 
third party, confidence is destroyed on every «de. 
It then becomes expedient for all parties to take 
personal advantage of the program. There is no 
other course a national health program can take. 

Dr. Palyi also traces the ideology of thes: 
schemes. Prior to World War I it was argued as 
a solution for those persons who could not take 
care of themselves. That argument breaks down on 
the basis that every plan includes a majority that 
could well take care of themselves and leaves out 
a minority for charity. Since World War II a new 
thought has been added, a call for the redistribution 
of wealth to provide security for all, to equalize 
the hazards of life between rich and poor. This also 
represents a fallacy since it presents a new factor 
of rising costs which tends to retard production and 
creates an economic hazard for everyone. 


Insurance against illness is important but volun- 
tary insurance is infinitely more desirable. National 
compulsory medical schemes are the entering wedge 
and the very core of the welfare state. None have 
provided better care or reduced the financial burden 
of illness. They have accomplished only one thing, 
that of placing a group in power. 

Compulsory medical care is different from virtu- 
ally every other branch of social security. Almost all 
others provide cash benefits. This offers service 
and materials rather than cash. “Consequently,” says 
Dr. Palyi, “subjective judgment enters into the ad- 
ministrative picture at almost every step, opening 
the door to arbitrary decisions and to bureaucratic 
red tape and encroachments, to say nothing of 
conscious and greedy manipulations. A quest for 
elaborate and costly management and control arises, 
of a complexity and an intricacy with no parallel 
in any other field of social security, pouring its own 
fuel on the fire of financial trouble.” 




















































432 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Case:'Report from the University of Kansas Medical Center 


Chronic Cor Pulmonale With Pulmonary Parenchymal and Vascular Disease 
Clinical Pathological Conference 


Edited by Glen R. Shepherd, M.D., and Mahlon H. 
Delp, M.D., from recordings of the conference participated 
in by the departments of medicine, pathology, roentgenol- 
ogy, and the Junior and Senior classes of medical students. 

Case Presentation 

J. W., a 55-year-old white male, was admitted to 
the KUMC on January 23, 1950, and died on Jan- 
uary 27, 1950. The chief complaints were cough 
with expectoration for 20 years, shortness of breath 
for one year, and swelling of the abdomen and legs 
for one week. 

In January, 1949, the patient began to notice 
exertional dyspnea and in July, 1949, this was ac- 
companied by swelling of feet and ankles. He was 
admitted to KUMC, where he was digitalized and 
given mercurial diuretics. He was followed in th: 
out-patient department where he received ammon- 
ium chloride, digitoxin, and weekly injections of 
mercuhydrin. One month before admission to this 
hospital he discontinued the use of digitoxin but 
took the rest of his medicine. One week before en- 
tering the hospital he began to have swelling of his 
feet and ankles and dyspnea. Three days prior to 
admission swelling of the abdomen began. On 
January 23, 1950, he was acutely dyspneic at in- 
tervals during the night. 

Past history: Patient had influenza in 1918; pneu- 
monia several times; tabo-paresis, which was treated 
successfully here in 1935. Bronchiectasis was also 
diagnosed in 1938. 

Laboratory examination: Urinalysis was acid in 
reaction, specific gravity 1.013, albumin one plus, 
sugar negative, many hyalin casts, and three to six 
red blood cells per high power field. The red blood 
count was 4,300,000; hemoglobin 74 per cent; white 
blood count 3,750; and a normal differential. The 
Wasserman was negative, Kahn two plus and Kline 
four plus. The NPN was 40; creatinine 1.2; sugar 
67; NaCl 370; COz 51.4. The electrocardiogram 
on January 24, 1950, showed complete A-V dissocia- 
tion or A-V nodal rhythm, and on January 27, 1950, 
showed A-V dissociation with A-V nodal rhythm, 
ventricular bigemini from two foci and a short 
episode of ventricular tachycardia. 

Physical examination: Blood pressure was 140/90. 
The pulse rate was 100 and regular. Respiration 
was 24. Fundi demonstrated grade II arteriosclerotic 
changes. The respiration was rapid and shallow. 
Moist rales were heard throughout the lungs. Dull- 
ness was noted at the bases bilaterally. No murmurs 
were heard. There was marked distention of th: 
abdomen with a demonstrable fluid wave. The liver 
was palpable three fingers below the right costal 


margin. Three plus pitting edema of the extremi- 
ties was present. 

Hospital course: Upon admission the patient was 
placed on oxygen, ammonium chloride, mercuhy- 
drin, and aminophylline. He was given ouabain, one 
cc., or 25 mg., LV. at noon and % cc. at 9:00 P.M. 
on January 24, % cc. on the 25th, and 4% cc. at 12 
noon, 6:00 P.M., and 12:00 midnight on the 26th. 
He also received quinidine, aminophylline in glu- 
cose, and demerol. At 1:45 P.M. he expired in ex- 
treme cyanosis, which occurred suddenly. 

Dr. Delp: Any questions of Dr. Jenson? 

Question: Did the patient get any ouabain on 
the last day? 

Dr. Jenson: No, he did not receive any ouabain 
on the 27th. 

Question: Were you pretty certain about the fact 
that he had been off digitoxin for a month while 
he was an out-patient? 

Dr. Jenson: Yes. 

Question: Did he have any vomiting? 

Dr. Jenson: Yes. 

Question: Did he become orthopneic? 

Dr. Jenson: No. 

Dr. Delp: How much edema did this man have? 

Dr. Jenson: He had massive edema or anasarca. 

Question: Did you give mercuhydrin each day 
that he was in the hospital? 

Dr. Jenson: No. He received one cc. mercuhy- 
drin the second and fourth days, the 24th and 26th. 

Question: How much urine did he put out while 
he was in the hospital? 

Dr. Jenson: It was not possible to determine this. 

Dr. Delp: Dr. Cochran has several electrocardio- 
graphic tracings on this patient. Some were taken 
in the out-patient department and some while he 
was in the hospital. : 

Dr. Cochran (Medicine): The first electrocar- 
diogram was taken early in the patient’s out-patient 
activities at which time the chief findings were the 
presence of sinus rhythm throughout, marked right 
axis deviation in the standard leads manifested by 
deep S wave in I and a tall oddly formed R wave 
in III, and rather sizable P waves. Those are not 
definitely outside normal limits. The chief abnor- 
mality is the marked right axis deviation in the 
standard leads, and the complete reversal of the QRS 
complexes in the chest leads which suggests right 
ventricular enlargement. 

The next tracing was taken when the patien' 
was on digitalis, I believe. The QRS complexe: 
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throughout the standard chest leads are essentially 
similar. There is, however, now an arrhythmia pres- 
ent. There are many premature beats, ventricular in 
origin, and appearing in bigeminal sequence, one 
after each of the sinus beats. 

The first in-patient tracing, about the time of 
admission, again shows findings of right ventricular 
enlargement and possibly auricular enlargement. 

At the time of the second in-patient tracing a 
rather complex arrhythmia appears. It is a com- 
plete A-V dissociation. This type of arrhythmia 
occurs in digitalis intoxication. It may occur in 
various independent forms of heart disease. 

The final EKG on the day of death shows com- 
plete A-V dissociation with the auricles beating 
independently, with a relatively slow ventricular rate 
and the presence of ventricular bigemini. The 
ventricular beats are rising from more than one 
irritable focus of the ventricle. This together with 
the other sequence of events in the EKG is char- 
acteristic of advanced digitalis intoxication. 

Dr. Tice (Roentgenology): The first chest film 
was made in 1938, 12 years ago. At that time the 
heart was within the upper limits of normal. There 
were fibrotic changes in the medial base on both 
sides, cystic changes in the base on the left which 
were due very likely to bronchiectasis. A lipiodol 
instillation was not done at this time. Between 
1948 and January 24, 1950, in three films the heart 
showed progressive development of the pulmonary 
outflow tract shadow on all films. The cystic changes 
in the base persisted. I think that the lung markings 
indicate fibrocystic changes. Barium demonstrated 
displacement of the esophagus, which indicates en- 
largement of the left auricle. His last film also 
showed generalized cardiac hypertrophy. 

Mr. Owen (Student): I think that this patient 
has chronic cor pulmonale. This disease state is one 


Figure 1. Low power showing bronchiectasis with fibrous thick- 
Se _ Of sat medial arterial sclerosis and emphysema of a few 
alveoli. x-20, 
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in which cardiac strain or more accurately the right 
ventricle is importantly involved. Manifestations 
may be grouped as follows: Group one shows un- 
derlying cardio-pulmonary disease. Patients show 
specific signs and symptoms of lung disease, includ- 
ing chronic bronchitis, emphysema, and pulmonary 
fibrosis. In the second group are those disturbances 
arising from strain and failure of the right cardiac 
chamber. These include increased venous pressure 
resulting in enlarged superficial veins, edema, vis- 
ceral congestion with palpable enlargement and 
tenderness of the liver. 

Primary cor pulmonale can be classified into 
three stages, acute, subacute, and chronic. The acute 
stage applies when obstructions of the pulmonary 
artery by emboli or relatively rapid thromboses are 
present. Associated with this are explosive symp- 
toms resembling acute coronary occlusion. Sub- 
acute cor pulmonale occurs with rapidly progressive 
narrowing and obliteration of the pulmonary vas- 
cular bed as by a metastatic cancer. In subacute cor- 
pulmonale there is less rapid development of signs 
and symptoms of right ventricular strain. The 
chronic type, which we apparently have here, may 
be caused by mitral stenosis, extensive pulmon- 
ary fibrosis, pneumoconiosis, tuberculosis, asthma, 
chronic bronchitis, or some other pulmonary disease. 
It is said that death in these cases is usually due to 
intercurrent infection, usually pneumonia. Some 
die of congestive heart failure and a few die 
suddenly of acute circulatory collapse. In acute cir- 
culatory collapse the mode of death is that a patient 
who is fairly comfortable suddenly becomes breath- 
less and panicky, the pulse becomes rapid and weak. 
With high degrees of pulmonary vascular obstruc- 
tion there is a reduction in the right ventricle out- 
put with consequent reduction in the aortic pres- 
sure resulting in a diminished coronary flow. 


Figure 2. Higher magnification of above bronchus reveals hyal 
inization of basement membrane, loss of muscularis and infiltratior 
by inflammatory cells. x-100. 
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Dr. Delp: What do you think caused this pa- 
tient’s death? 

Mr. Owen: My final diagnosis is extensive pul- 
monary fibrosis, perhaps emphysema leading to 
chronic cor pulmonale. He had congestive heart 
failure with both right and left ventricular failure. 
I think he probably had in addition coronary artery 
disease with insufficiency. 

Dr. Cochran: I think the most likely terminal 
event was ventricular fibrillation. Having seen in 
this series of electrocardiograms sinus rhythm, A-V 
dissociation, ventricular bigemini, and short bursts 
of ventricular tachycardia, it doesn’t take much of 
a stretch of the imagination to believe we have the 
maximum degree of ventricular irritability so likely 
to terminate in ventricular fibrillation. 

Dr. Delp: There are several other features of in- 
terest here. Following the presentation of the patho- 
logical material I would like to call on Dr. Douglas 
and Dr. Barry to make some further comments 
about the usage of ouabain. 

Dr. Kaul (Pathology): Gross inspection revealed 
marked generalized edema. Sections through the 
skin also confirmed the presence of edema. There 
were approximately five liters of straw colored asci- 
tic fluid in the peritoneal cavity. In each pleural 
cavity was 100 cc. of straw colored fluid. The lungs 
were adherent with old fibrous pleural adhesions 
nearly throughout their extent, bilaterally, partic- 
ularly in the apices, laterally and posteriorly. On in- 
cising the pericardial sac there was about 150 cc. 
of effusion fluid. The heart was enlarged, weighing 
415 grams, and was flabby in consistency. It was 
dilated as shown by increased measurements of all 
valvular diameters. The most striking feature of the 
heart was the thickness of the ventricular wall on 
each side. The right ventricular wall measured 13 
mm. in thickness whereas the left measured 15 mm. 

The lungs were increased in weight possibly 30 
per cent, the two lungs weighing 1100 grams to- 
gether. The lobes were adherent by old fibrous ad- 
hesions. There was extensive marginal emphysema. 
Bronchiectasis appeared in both right and left lung 
bases. 
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The liver was small, weighing 1050 grams. On 
cut section it had a congested nutmeg appearance. 
The kidneys and abdominal viscera were not re- 
markable. 

Our provisional gross diagnoses in summary 
were bilateral bronchiectasis; marginal emphysema; 
chronic adhesive pleuritis; hypertrophy and dilata- 
tion of the heart, primarily of the right ventricle; 
and cirrhosis of the liver. 

Dr. Boley (Pathology): As Dr. Kaul has indi- 
cated, the findings of congestive heart failure were 
present, especially indicated by the ascites and the 
central type of liver cirrhosis. What I would like to 
do for a moment is to develop the cause of this 
chronic cor pulmonale. 

When we consider cases of cor pulmonale, we 
can break them down into three general sub-heads. 
These are: 1. Those due to thoracic change involve- 
ment, i.e. kyphoscoliosis. 2. Those in which there 
is primary pulmonary vascular disease, and 3. Those 
with primary lung disease which in turn increases 
pulmonary vascular resistance. 

In this case, which fits into the third category, 
I want to show the causes for the hypertrophy of 
the right ventricle on the basis of the lung. There 
is not too much activity in the bronchiectasis at 
the present time. There is fibrosis in the alveolar 
walls. The pulmonary arteries are thickened. Bron- 
chiectasis tends to cause obliterating arteritis—an 
increase in resistance to blood flow in the vessel. 
There is thickening of the intima of the pulmonary 
arteries evident in the microscopic examination. In 
this case we have several things as a basis for the 
cor pulmonale. One of them is the arteriolar thick- 
ening, another is bronchiectasis, and finally a cer- 
tain amount of emphysema. 

It has been shown by catheterization of the right 
side of the heart that in these pulmonary conditions 
the pulmonary pressure is raised far above the 
normal. 

Dr. Wahl (Pathology): One thing I wish to call 
attention to is the absence of generalized arterio- 
sclerosis. The aorta was normal. The coronary ar- 
teries didn’t show a sign of atheroma anywhere, and 
yet in the pulmonary circulation there were pro- 
nounced changes. We usually find these changes 
in the pulmonary arteries along with systemic 
changes but in this case the systemic arteries were 
normal. while the pulmonary vessels show the 
atheromatous changes. 

Dr. Delp: Dr. Douglas, will you tell us som: 
thing about your thinking with regard to the use 
of ouabain in this patient? 

Dr. Douglas (Medicine): In general, I would al 
ways oppose the intravenous administration of dig 
italis. However, I feel that there may be some justi- 
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fication for the use of ouabain in this particular 
patient. There are very good cardiologists who feel 
that ouabain is superior to digitalis in certain effects 
upon properties of the heart. For instance, Dr. 
Chavez at the University of Mexico has advocated 
the use of ouabain for a good many years. He feels 
it has a decided advantage over digitalis in its 
effect upon contractility and upon the tone of 
heart muscle. It does not have the depressive effect 
upon the sinus node or upon the conduction system 
that digitalis exerts. He suggests its use particularly 
in chronic left sided heart failure occurring in older 
individuals due to hypertension or coronary disease 
and individuals who do not have tachycardia. He 
does not advocate its use in those patients who have 
arrhythmias, particularly auricular fibrillation and 
fast ventricular rate. His scheme of dosage is 0.25 
mg. daily for six days after which he changes them 
to some oral preparation of digitalis. He makes the 
statement that a dosage over 0.5 mg. in 24 hours is 
toxic and should not be given. I don’t believe this 
patient received in excess of that amount—he got 
somewhat less than that as a matter of fact. 

There is one thing we should all remember in 
giving digitalis. Along with its effect on the muscle 
tone, contractility, and its effect on conduction, it 
has one very undesirable side effect. It does in- 
crease the irritability of the heart muscle. That dan- 
ger is increased when we give a patient a full dose 
of digitalis intravenously. When that course is taken, 
if we happen to give them a little too much there 
is no way to get rid of it. Vomiting may be a safety 
mechanism in overdosage of orally administered 
digitalis. That is not true with parenteral digitalis. 
I think the dose given this man would be all right. 
But I would like to emphasize again the statement 
I made that with the use of a standard dose of digi- 
talis, you have to give it in small amounts and fol- 
low the patient clinically until you feel that he has 
had enough. 

Dr. Delp: Dr. Barry, would you care to com- 
ment in regard to the same matter? 

Dr. Barry (Medicine): We have found ouabain 
to be not only an effective drug but usually safe if 
used in proper doses. The usual dosage that we 
give is one-fourth of a milligram (.25 mg.) every 
day and that doesn’t vary much from the dosage 
recommended by Dr. Chavez. One thing we have 
been emphasizing ever since the strophanthine 
drugs were first used is not to give it to a patient 
who has had digitalis recently enough so that he 
still has some of the effects, particularly the effect 
of increasing irritability of the myocardium. I think 
this patient certainly must have had a little bit of 
increased irritability of the myocardium in addi- 
tion to that caused by ouabain because he responded 
to the ouabain as if he had been a digitalized pa- 
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tient. I don’t agree 100 per cent with the indications 
that Dr. Chavez has given for ouabain. I know that 
when ouabain is given to a patient with auricular 
fibrillation with a ventricular rate of 150 or more, 
his rate will drop remarkably in one hour by the 
administration of a digitalizing dose of ouabain. 
Ouabain can be a life saving medicine. 

Dr. Delp: My interest in this case began a few 
years ago at which time I received an electrocardio- 
graphic tracing from the out-patient department. 
The diagnostic data appearing on the requisition 
said arteriosclerotic heart disease, aortic insuffi- 
ciency, and lues. On looking at the tracing, you see 
a perfectly typical example of right ventricular hy- 
pertrophy and probable right ventricular strain. At 
that time the tracing was so interpreted with the 
suggestion that a further search for the etiology of 
this patient’s cardiac disease be made. The next 
electrocardiographic tracing came down a week or 
so later with the diagnosis of cor pulmonale. I 
mention that simply because cor pulmonale with 
its implications of disturbed cardiovascular physiol- 
ogy has been properly recognized only in recent 
years. 

One of the reasons for presenting this case is to 
add justification for electrocardiography. The elec- 
trocardiogram has been criticized considerably be- 
cause of the undue, unnecessary, and perhaps harm- 
ful influence it has upon some internists. Here is a 
situation in which the electrocardiogram actually 
made the correct diagnosis—the machine made the 
diagnosis—and secondly, the electrocardiogram 
probably should have guided therapy. I think the 
clues to be seen on the second and third electro- 
cardiographic tracings indicate quite clearly what 
happened to this patient. He unquestionably died 
of a rhythmic crisis, at least there is strong evidence 
of such. The reason why he had this crisis might 
be summarized in these comments. 

First of all, this man certainly had an unusual 
degree of cyanosis at various times. He probably 
had a poor ability to pick up oxygen because of his 
primary pulmonary disease. He likewise probably 
had difficulty in releasing carbon dioxide for the 
same reason. Both factors probably increased the 
degree of irritability which his heart manifested. 
As you have seen from earlier electrocardiograms, 
he developed marked irritability with the use of 
digitoxin. The part ouabain played in the terminal 
episode of myocardial irritability is conjectural, but 
it may have been considerable. 


Summary 
A case successfully treated for central nervous 
system syphilis and followed for a period of 15 
years finally succumbed during an episode of con- 
gestive heart failure secondary to bronchiectasis, 
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emphysema, and pulmonary vascular disease. Symp- 
toms, signs, and pathological findings fit the re- 
quirements for the diagnosis of chronic cor pul- 
monale. 

The electrocardiogram proved of definite assist- 
ance in suggesting the correct diagnosis as well as 
guiding in the patient's therapy with digitalis. 

Finally, marked myocardial irritability of the 
heart muscle resulted in a rhythmic disturbance ter- 
minating in death. 


SERVICE NOTES 


This column will be devoted to service news, 
information of a personal and general nature con- 
cerning medicine and the armed forces. Contri- 
butions regarding individuals will be welcomed. 

* * * 





County societies are advised that members enter- 
ing the armed forces are eligible to receive service 
» memberships, but only upon action by the county 
medical society. Notice of such action should be 
sent to the Kansas Medical Society, after which the 
medical officer will retain full privileges of mem- 
bership but will be exempt from the payment of 


dues. 
* * om 


The Army will call 734 medical reserve officers 
into active service in September. The Kansas quota 
is nine. Orders will be received directly from the 
Kansas Military District and the Fifth Army Com- 
mand. The Navy quota had not been announced at 
the time this issue of the Journal went to press. 
There are 27 physicians currently residing in Kan- 
sas who were trained under either A.S.T.P. or V-12 
who have served no time with the armed forces. 
Each voluntary enlistment from this group will 
reduce by one the number of reserve officers that 
will be called from this state. 

* * * 


Medical officers who enlist prior to being called 
for duty will receive a monthly bonus of $100 
which will continue throughout their periods of 
active service. This will not be granted to those 
waiting until orders are received. 

* * * 


Physicians who served with the Navy during 
World War II and who did not specifically reject 
reserve commissions at the time of discharge are 
currently in the reserves and are eligible for recall 
to active duty. Officers in the Army of the United 
States who did not specifically request reserve com- 
missions at the time of discharge are not currently 
in the reserves. 
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At press time the Congress is still considering the 
physicians draft bill. The Senate raised the draft 
age to 55 years to take in those physicians beyond 
45 who did not serve in the last war. What the 
House may do with this measure is unknown. The 
A.M.A. has approved such legislation on the 
grounds that it is unfair to ask veterans of the 
previous war to return to active service ahead of 
those who did not serve previously. Legislation 
currently considered will call government trained 
physicians with least service first and veterans of 
World War II with most service last. 


* * * 


Deferment may be granted medical reserve offi- 
cers to complete one year of intern training or their 
last year of residency training. It may be obtained 
by medical reserve officers who are pursuing a 
full-time postgraduate course of instruction in 
medicine, those whose teaching or research is con- 
sidered necessary to the maintenance of national 
health, and those residing in communities the 
health of which would be unduly jeopardized if such 
officers were to be ordered to extended active duty. 
No Procurement and Assignment program is cur- 
rently contemplated. Deferments, if granted, will 
be based on decisions made by the branch of the 
armed forces issuing the call. 





Kansas Story in Look Magazine 


A story on medical education and medical prac- 
tice in Kansas was published in the August 29 issue 
of Look Magazine, giving more national publicity 
to the operation of the Kansas Plan, which has 
already received recognition in other nation-wide 
mediums. 


The article in Look is entitled “How Kansas 
Finds Country Doctors,” and tells of the plan to 
give each senior student at the University of Kansas 
School of Medicine practical experience in medical 
work in rural communities. One of the require- 
ments for graduation is that the student spend 11 
weeks in field training with a physician in a Kansas 
town of less than 2,500 population. The article 
describes the experiences of one student, Russell 
Bridwell, who is now having that education under 
the preceptorship of Dr. Homer J. Williams, Osage 
City. Numerous pictures illustrate the article. 





The wise doctor has always considered his patient 
as a man or woman who is suffering from, say, a 
growth or a tuberculous infection, rather than the 
uninteresting container in which some morbid 
process happens to be placed—Norman B. Capon, 
M.D., British Medical Journal, April 15, 1950. 
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from head to toe 


CEREVIM-fed children showed greater 
clinical improvement, in the following 
nutrition-influenced categories, than 
children fed on ordinary unfortified 
cereal or no cereal at all:! 


hair lustre 

recessio.. of corneal invasion 
retardation of cavities 

condition of gums 

condition of teeth 

skin color 

skeletal maturity 

skeletal mineralization 

*blood plasma vitamin A increase 
*blood plasma vitamin C increase 
subcutaneous tissues 
dermatologic state 

urinary riboflavin output 
musculature 

plantar contact 


Here’s why: CEREVIM is not just a cereal. 


Much more: CEREVIM provides 8 natural 
foods: whole wheat meal, oatmeal, milk 
protein, wheat germ, corn meal, barley, 
Brewers’ dried yeast and malt — PLUS 
added vitamins and minerals. 


CEREVIM, | 


ccs or eae: veacee™ 


. "A Study of Enriched Cereal in Child Feeding’’ Urbach, 
c Mack, P. B., and Stokes, Jr., J: Pediatrics 1:70, 1948. 


*Cerevim contains neither vitamin A nor C but possibly 
exercises an. A-and-C sparing effect attributed to its 
high content of protein and major B vitamins. 











remem 


ACTIVITIES OF MEMBERS 


Dr. O. E. Stevenson resigned last month as super- 
intendent of the State Hospital for Epileptics, 
Parsons, although he will remain on the staff. Dr. 
Guy Cramer, Parsons, will serve as clinical director 
and members of the Labette County Medical Society 


will serve as consultants at the hospital. 
* * * 




















Dr. George E. Burket, Jr, Kingman, has been 
appointed chairman of the Educational Committee 
of the American Academy of General Practice for 
the state of Kansas. 

* * * 

Dr. Franklin D. Murphy, Kansas City, was dedi- 
catory speaker at the opening of the new $900,000 
Pratt County Hospital, August 6. Dr. F. R. Croson, 
Clay Center, president of the Kansas Medical So- 
ciety, also took part in the program. 

* * * 


Dr. L. R. McGill, Great Bend, returned last 
month from a trip to Europe. While there he 
attended the World Cancer Congress in Paris and 
the meeting of the International Congress of Radi- 
ology in London. 

* * * 

Dr. E. C. Petterson, Plainville, announces that 
Dr. Rex C. Belisle is now associated with him in 
practice. Dr. Belisle is a graduate of the University 
of Kansas School of Medicine and recently finished 
his internship at the U. S. Naval Hospital in 
Oakland, California. 

* * * 

Dr. E. L. Cooper, Wichita, spoke on “What 
Socialized Medicine Will Mean to Circus People,” 
at a meeting of the International Historical Society 
of Circuses in Chicago last month. Dr. Cooper has 
long been interested in circus people since he trains 
circus horses as a hobby. 

* * * 

Dr. William Menninger and Dr. Karl Menninger, 
Topeka, spoke over radio station WIBW on August 
12 to present one program for the CBS series, 
“Adventures in Science.” They discussed “The Mind 
and Research.” 

* * * 

Dr. William M. Brewer and Dr. Lloyd W. Rey- 
nolds, Hays, announce that Dr. John C. Artman is 
now associated with them in practice. 

* * * 

Dr. Donald H. Macrae, Topeka, won the Repub- 
lican nomination for the office of coroner of 
Shawnee County at the primary election August 1. 

* * * 

Dr. Ruth Montgomery-Short, who has been prac- 

ticing in Wichita, is now at Halstead as assistant 
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to Dr. E. E. Peterson at the Hertzler Clinic. She is 
specializing in eye, ear, nose and throat work. 
* * * 

Dr. O. J. Corbett, who has practiced in Emporia 

for 47 years, announced his retirement July 1. 
* * * 

A room in the new addition to St. Francis Hospi- 
tal, Topeka, will be dedicated to the memory of the 
late Dr. Thomas A. O'Connor. 

* * * 

Dr. Paul H. Lorhan, Kansas City, has been ap- 
pointed state chairman of the blood donor program 
for the Knights of Columbus. 

* * * 

Dr. W. E. McKinley, who has been on the staff 
of the State Hospital in Osawatomie for the past 
eight years, resigned that position July 15 to go into 
private practice in Gardner. 

* * * 

Dr. J. L. Lattimore, Topeka, won the Republican 
nomination for state representative at the August 
primaries. 

* * * 

Dr. W. Stephenson, Norton, was the subject of a 
feature story appearing in the Norton Champion 
July 13. The story stressed Dr. Stephenson’s value 
to the community. 

* * * 

Dr. L. S. Nelson, Jr., Salina, has been a patient 
at the University of Kansas Medical Center in 
recent weeks for treatment for endocarditis. He is 
reported as improving now. 

* * * 

Dr. and Mrs. Ralph H. Major, Kansas City, will 
return this month from Europe where they have 
been traveling for the past six months. Dr. Major 
has been searching for old volumes on medical his- 
tory for the library at the University of Kansas 
Medical Center. 

* * * 

Dr. William L. Valk, professor of urology at the 
University of Kansas School of Medicine, spoke on 
“Renal Function Tests” at the recent Postgraduate 
Urologic Seminar sponsored by the South Central 
Section of the American Urological Association in 
St. Louis. 

* * * 

Dr. Floyd C. Taggart and Dr. William O. Martin, 
Topeka, announce that Dr. Joseph E. Gootee is now 
associated with them in the practice of anesthesi- 
ology. Dr. Gootee is a graduate of St. Louis Uni- 
versity School of Medicine. 

* * * 

Dr. C. H. Smith, Pittsburg, was elected sous 
grand chef de train at a meeting of the Kansas 40 
and 8 organization at Manhattan last month. 
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Dr. C. O. Shepard, Independence, has been ap- 
pointed medical advisor to the Montgomery County 
Selective Service Board. 
* * * 
Dr. D. C. McCarty and Dr. D. M. Treger, Medi- 
cine Lodge, now have office space in the new Medi- 
cine Lodge Memorial Hospital. 


Dr. Edwin S. Kessler, Topeka, resigned from the 
staff of the Southard School August 1 to become 
associated with the Washington Institute of Mental 
Hygiene, Washington, D. C. 

* * * 

Dr. Austin J. Adams, a veteran of four and one- 
half years Navy medical corps service in World War 
II, has reported to the Navy hospital at Oakland, 
California, for assignment to active duty. He is the 
first member of the Sedgwick County Medical 
Society to be called in this emergency. 


* * * 





Dr. Jack Grove, Newton, was speaker at a meet- 
ing of the Newton Rotary Club August 15. He 
spoke on orthopedic surgery. 


* * * 


Members of the Chautauqua County Medical So- 
ciety won second prize for their float in a jubilee 
parade at Sedan recently. 





Comic Book Publicity 


To reach a segment of the American population 
that would normally be uninterested in educational 
reading material or radio programs combatting 
socialized medicine, the Baltimore City Medical 
Society has published a 16-page comic book, “The 
Sad Case of Waiting-Room Willie.” In the story 
Willie, who is really sick, is unable to get care 
under the system of socialized medicine. The pam- 
phlet closes with a strong plea for the election 
of candidates who will fight socialized medicine, 
and suggests a letter and telegram campaign to ad- 
vise Congressmen that the American people do not 
want that system of medical care. 

Copies of the book are available for inspection 
on request and may be purchased in lots of 1,000 
or more at a cost of three cents each. Requests 
should be addressed to the Baltimore City Medical 
Society, 1211 Cathedral Street, Baltimore 1, Mary- 
land. 





Blood Research by Red Cross 


Improved methods for separating and preserving 
blood components of interest in atomic energy 
research will be sought in a program administered 
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by the American Red Cross under a contract with 
the Atomic Energy Commission. ' 

The primary interest of the AEC in blood frac- 
tionation studies is the development of means for 
separation and preservation of white blood cells 
and platelets, which are two blood components of 
particular value in combatting acute radiation ef- 
fects. The Red Cross in its initial studies will ad- 
minister engineering development of new and 
quicker methods for obtaining and preserving 
plasma and red blood cells. 

In connection with civil defense planning there 
is an acute need for development of facilities that 
can separate quickly large quantities of blood frac- 
tions so that stockpiles of blood constituents will 
be available in the event of atomic disaster. No 
AEC funds will be used to finance overhead or 
operating expenses of the Red Cross blood program. 


— Patronize Our Advertisers — 











ANNOUNCEMENTS 


September 27—Annual Meeting, American Medical Writers’ Asso- 
ciation, Elks Club, Springfield, Illinois. Write the Secretary, 
Dr. Harold Swanberg, 209-224 W.C.U. Building, Quincy, 
Illinois. 

September 27-29—Annual Meeting, Mississippi Valley Medical So- 
ciety, Elks Club, Springfield, Illinois. Write the Secretary, Dr. 
Harold Swanberg, 209-224 W.C.U. Building, Quincy, Illinois. 

October 12-14—Course in Postgraduate Gastroenterology, National 
Gastroenterological Association, Hotel Statler, New York City. 
Full information from Association, Dept. GSJ, 1819 Broad- 
way, New York 23, New York. 

October 23-27—36th Clinical Congress, American College of Sur- 
geons, Boston, Massachusetts. Headquarters at Statler and Cop- 
ley Plaza. Full information from A.C.S., 40 East Erie Street, 
Chicago 11, Illinois. 

October 30-November 1—Postgraduate Course in, Psychosomatic 
Medicine, changed from University of Kansas Medical Center 
to Winter VA Hospital, Topeka. 

October 31-November 3—Annual Assembly, International College 
of Surgeons, Cleveland, Ohio. Write International College of 
Surgeons, U. S. Chapter, 511 Terminal Building, Cleveland 13, 

io. 

November 6-10—Postgraduate Course in Obstetrics, 
and Pediatrics, University of Kansas Medical Center. 

November 12-13—Seventh Annual Meeting, Southern Chapter, 
American College of Chest Physicians, Statler Hotel, St. Louis, 
Missouri. 

December 5-8—American Medical Association Clinical 
Statler Hotel, Cleveland, Ohio. 

December 11-13——Postgraduate Course in Therapeutics, 
of Kansas Medical Center. 
January 8-10—Postgraduate Course 

Kansas Medical Center. 

January 22-23—Sectional Meeting, American College of Surgeons, 
Statler Hotel, St. Louis, Missouri. 

January 29-February 2—Postgraduate Course in Surgery, including 
Urology, Orthopedics and Industrial Surgery, University of 
Kansas Medical Center. 

February 12-14——Fostgraduate Course in Public Health and Pre- 
ventive Medicine, University of Kansas Medical Center. 

February 19-21—Postgraduate Course in Physical M -dicine and Re- 
habilitation, University of Kansas Medical Center. 

March 19-22—Postgraduate Course in Internal Medicine, including 
Psychiatry and Dermatology, University of Kansas Medical 
Center. 

April 9-13—-32nd Annual Session, American College of Physicians, 
St. Louis, Missouri. Full information from A.C.P., 4200 Pine 
Street, Philadelphia 4, Pennsylvania. 

April 16-20—Postgraduate Course in Ophthalmology and Oto- 








Gynecology 


Session, 
University 


in Radiology, University of 


laryngology, University of Kansas Medical Center. 
April 30-May 3—Postgraduate Course in Applied Neurology, Uni- 
versity of Kansas Medical Center. 
May 14-17—92nd ANNUAL SESSION, 
CIETY, TOPEKA, KANSAS. 


KANSAS MEDICAL SO- 
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YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 
















In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 





standards of the time, were conspicuous for success. 
Twenty-five years ago experience had bet- 
tered the methods. Today with the advantages of collateral medicine, 
treatment is markedly further improved. 
The Ralph Sanitarium provides personal- 
ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy and 








massage speed physical and emotional re-education. Cooperation 





with referring physicians. Write or phone. q 





Te - 
RALPH 
SANITARIUM 


Os tablished 18907 






Ralph Emerson Duncan, M.D. 
DIRECTOR 






529 HIGHLAND AVENUE @ KANSAS CITY 6, MISSOURI 


Telephone Victor 3624 
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THE KANSAS PRESS LOOKS 
AT MEDICINE 














Partial Answer 
The board of trustees of the American Medical 


Association has approved an expenditure of $1.1 
millions for an advertising program to be carried 
out next October. The intent of the campaign is to 
deal a knockout blow to the administration’s pro- 
gram for compulsory health insurance. 

One can no more criticize the AMA for spending 
a million to defeat “socialized medicine” than it 
can blame the AFL and the CIO for raising several 
millions to defeat Senator Taft for re-election. Group 
action for political results has become the order of 
the day. 

One can, however, wish that the AMA were 
somewhat less negative in its approach. 

The fact is that too many persons in this country 
don’t get the treatment they should have when they 
are sick because of lack of doctors, insufficient 
hospital facilities, or inability to pay. The question 
is how to provide it for them. 

Compulsory federal health insurance may not be 
the best answer. But it is better than no answer. For 
a while the AMA had no answer. Presently it is 
proposing voluntary health insurance, exemplified 
by Blue Cross and Blue Shield, as the solution. 

So far, unfortunately, this is only a partial answer. 
Partial primarily because too many individual 
doctors are still unwilling unstintingly to sell, sup- 
port, and expand the voluntary programs.—Chanute 
Tribune, June 30, 1950. 

* * * 
Sense of Duty 

Oscar Ewing, head of the vast Federal Security 
Agency, says it’s his duty to lobby for a big federal 
health program and other expansions of the social 
security field. 

From this it looks as if he has an odd notion of 
his job. He was chosen to administer his agency, 
not to promote its expansion and thus enhance his 
own power. 

The FSA embraces the Social Security admin- 
istration, the Public Health Service, the Office of 
Education, and several other units. Just keeping 
them in running order is a pretty big assignment. 
It’s doubtful if the work leaves any legitimate time 
for propaganda efforts. 

There are plenty of other individuals and groups 
who can argue in behalf of a health program or 
any other. If Ewing thinks that’s his job, then FSA 
needs a new administrator. — Wéinfield Courier, 
August 10, 1950. 


call * * 


Be Careful About New Isms 
There has been a lot of comment lately about 
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socialized medicine, and some writers are aghast to 
think that the doctors of the United States dare to 
stand up and fight the proposed do-all plan. 


Here at The News office, we get many maga- 
zines and publicity handouts just as every other 
paper in the country. Many of them, we know, 
belong to the pink tinted fringe of Americans and 
others we suspect of coloring their news with a 
red slant. 

It is noticeable to us, that the strongest language 
against the American doctors for fighting socialized 
medicine appears in the reddest magazines. But it 
wasn't until today that we knew why. 

This sentence stood out from all others: “So- 
cialized medicine is the keystone to the arch of the 
socialized state.” It is a statement of fact made by 
a man who knew what he was saying. For that 
sentence was written by Lenin. 

Think carefully before you jump on the Land 
wagon for this or that ism, or for this or that “right” 
offered by those in power. For with every service 
given you by your government, you lose another 
right or freedom. To give something to everyone, 
it is necessary to regulate everyone. There are many 
differences between an ideal philosophy and a 
working principle—R.T. im Russell News, August 
11, 1950. 

* * * 

Created by the 1949 legislature, the rural health 
program in Kansas, now in its second year, has 
more than fulfilled the expectations of its sponsors. 
Of the 127 additional doctors admitted to practice 
in the state in the past year, quite a number have 
signified their intentions of starting their practice 
in the small communities, which was the main ob- 
jective of Governor Carlson’s rural health pro- 
gram. On a long range basis the program will 
supply the state with the doctors so seriously needed, 
especially in the rural sections—Cheney Sentinel, 
August 3, 1950. 

* * * 
Misleading Propaganda 

One misleading bit of propaganda in favor of 
compulsory health insurance for this country has its 
roots in Britain's experience with a scheme which 
is about the same in principle. It is pointed out 
that more than 90 per cent of British doctors have 
registered and are now working under the health 
act. Therefore, it is argued, the vast majority of 
British physicians must favor it. 

That may seem a sound argument on the surface, 
but it won't stand analysis. In Britain, it has long 
been the procedure for doctors, when they wished 
to settle in some locality, to buy the practice of a 
doctor who had died or retired. These purchases 
represented a big outlay—up to twice as much as 
the annual gross income. 
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When Britain adopted her national health act, 
she made the purchase of practices illegal. In order 
not to rob the doctors, she set up a large fund to 
compensate for the change. However, the catch was 
this: To be eligible for compensation a doctor had 
to enter the medical scheme by a certain date. If 
he did not, he would get nothing. And so 90 per 
cent of the doctors registered in self defense. 

Distinguished doctors—including British, Ameri- 
cans and others— have made a careful study of the 
working of nationalized medicine. Almost to a 
man they have reported a serious decline in the 
standards of medical care, insufficient time and 
money given to research and preventive medicine, 
and that doctors are burdened with so many patients 
that those who are really ill cannot be properly 
treated. On top of that, the costs, paid for out of 
taxes, have been excessive, and have greatly ex- 
ceeded all estimates. 

Socialized regimented medicine, in other words, 
is second grade medicine for which a big price is 
paid. And what is true of England would be true 
of this country if we wish to be a copy cat.— 
Winfield Courier. 

* * * 
Under A Bushel 

The doctors of America are rightly concerned 
about the threat of socialized medicine and are chip- 
ping im considerable money to defeat it. Much of 
their money apparently is spent on high priced pub- 
lic relations experts. Of course it is their money. 

But if the physicians are not adverse to taking a 
prescription from a layman and will try a home 
remedy to heal themselves, here is an idea they 
might operate upon the next time they get together 
for a good scrub-up. 

Much of the criticism of private medical prac- 
tice stems from public ignorance and rumor. This 
ignorance and these rumors may be blamed on the 
extreme professional modesty of doctors and also 
upon the unfortunate tendency of a few big-city 
MDs to put their art upon the same mysterious level 
as witchcraft, unsuitable for the common eye. 

This ignorance may be dispelled, these rumors 
squelched not by abstract, generalized, slicked-up 
handouts to the magazines, radio and the press. The 
job can be done, free, for nothing, by the doctors 
themselves in their home town. They can do it by 
presenting their case in their day-by-day contacts 
with the public and the press. They can do it not 
by propaganda but merely by presenting their own 
side of the story clearly, intelligently, honestly and 
freely whenever the occasion arises. Possibly, be- 
cause of their tradition against personal advertising, 
it might be necessary in each town to select one 
doctor as a spokesman, an articulate, accessible man. 
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They merely have to take their light out from 
under the bushel.—Salina Journal, June 29, 1950. 





Cowley Society Meets 

A called meeting of the Cowley County Medical 
Society was held August 10 at Winfield to make 
plans for operation of the county health department 
under a reduced budget. The society adopted two 
resolutions, endorsing Dr. Y. E. Parkhurst as direc- 
tor of the health department and disapproving the 
action of the county commissioners in reducing the 
budget so that the department cannot meet stand- 
ards of a model unit. 





Research Building at Medical Center 

A major research facility of the United States 
Public Health Service will be established on the 
campus of the University of Kansas Medical Center 
when a building started in July is completed. It is 
being constructed by the University Endowment 
Association and will be leased by the federal agency. 
The research facility will serve the middle west. 

A comparatively small public health service unit 
has been conducting research in the Hixon Labor- 
atory building at the center for several years. Addi- 
tional space will make possible expansion of service. 
Public health researchers will be able to conduct 
first-hand examinations of persons with communi- 
cable diseases. Numerous facilities of the school 
will be available to the public health staff, and 
public health physicians will serve on the faculty 
of the school. ; 


Sterling Elects Dr. Hiebert 

Dr. J. Mark Hiebert, formerly of Kansas, has been 
named to the newly created post of executive vice 
president of Sterling Drug, Inc., according to recent 
announcement by the company. He has been asso- 
ciated with the drug firm since 1934, was named 
assistant to the president in 1947, and has been a 
member of the board of directors during the past 
year. 





Nearly a hundred million dollars, representing 
more than 88 per cent of income, was paid to hos- 
pitals by the Blue Cross Plans for care of members 
during the first quarter of 1950, according to an- 
nouncement by the Chicago office of the Blue 
Cross Commission. Only 8.37 per cent was used 
for operating expenses. 

There are now more than 38,000,000 persons 
enrolled in Blue Cross Plans in the United States 
and Canada, representing more than 24 per cent 
of the United States population and 21 per cent of 
the Canadian people. 














Withering made this penetrating observation in 
his classic monograph on digitalis: “The more I 
saw of the great powers of this plant, the more it 
seemed necessary to bring the doses of it to the 
greatest possible accuracy.”* 


To achieve the greatest accuracy in dos:.ge and at 
the same time to preserve the full activity of the 
leaf, the total cardioactive principles must be iso- 
lated from the plant in pure crystalline form so 
that doses can be based on the actual weight of the 
active constituents. This is, in fact, the method by 
which Digilanid® is made. 


Digilanid contains all the initial glycosides from 
Digitalis lanata in crystalline form. It thus truly 
represents “the great powers of the plant” and 
brings “the doses of it to the greatest possible 
accuracy”. 
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Clinical investigation has proved that Digilanid is 
“an effective cardioactive preparation, which has 
the advantages of purity, stability and accuracy as 
to dosage and therapeutic effect.” 


Average dose for initiating treatment: 2 to 4 tab- 
lets of Digilanid daily until the desired therapeutic 
level is reached. 

Average maintenance dose: 1 tablet daily. 

Also available: Drops, Ampuls and Suppositories. 
1, Withering, W.: An account of the Foxglove, London, 1785. 


2. Rimmerman, A. B.: Digilanid and the Therapy of Congestive 
Heart Disease, Am. J. M Sc. 209: 33-41 (Jan.) 1945. 


Literature siving further details about Digilanid and Physician's Trial 
Supply are available on request. 
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ABSTRACTS FROM CURRENT 
LITERATURE 


Retinal Venous Occlusion 
Prevention of Retinal-Venous Occlusion with 
Special Reference to Ambulatory Dicumarol Ther- 
apy. By B. A. Klein, Am. Jnl. Ophth., 35: 155-184, 
Feb., 1950. 


The author states that the patients with retinal 
venous occlusion that have the most favorable re- 
sults from this therapy are those with a certain 
amount of narrowing of the venous lumen with an 
abnormal readiness for thrombus formation. Ad- 
vancing obliterating sclerosis did not give favorable 
results. 

Subjective signs of imminent retinal venous oc- 
clusion. are as. follows: (1) intermittent visual ob- 
scurations or a slight constant reduction of the cen- 
tral visual acuity; (2) complaints of fullness in 
the head; (3) drowsiness. Objective signs are: 
(1) engorgement of the venous tree or portions 
of it; (2) edema of the corresponding sectors of 
the optic papilla or of the retina along the involved 
veins; (3) unilateral absence of physiologic venous 
pulsation in the involved eye; (4) dilation or new 
formation of very tortuous and thin-walled vessels 
in one or more places at or near the optic disc. 

Anatomical factors as multiple crossings of the 
same artery and vein or congenital loops and twists 
should be noted in all still-normal fundi of pa- 
tients with essential hypertension and diabetes, for 
this may be the first sign of circulatory disturbance. 

Venous stagnation tends to occur in senility with 
marasmus and low blood pressure, in blood dys- 
crasias, and during certain phases of arterial hyper- 
tension. In the hypertension: patient two stages 
tend to venous retinal stagnation: (1) marked re- 
duction of a previously prolonged high system‘c 
pressure; (2) a sudden diminution of the retinal 
blood volume by widespread arterial spasm so that 
the pressure within the central vein is lower than 
the intraocular pressure, thereby causing the retinal 
vein to collapse. 

Two drugs which may favor thrombus formation 
are penicillin and digitalis. 

The author describes five cases in which dicu- 
marol therapy was used with success. One case had 
essential hypertension for the past 10 years and 
moderate generalized arteriosclerosis, constant fail- 
ure of central vision, fundi signs as described in the 
above. Dicumarol therapy consisted of an initial 
dose of 400 mg. with 100 mg. the next three days, 
which reduced prothrombin level to 49.1 per cent. 
Two days later 50 mg. was given which was re- 
peated every other day for three months. Prothrom- 
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bin level was kept between 20 and 25 per cent. 
Prothrombin determinations were made once a 
week by the two-stage method ( Warner-Brinkhaus- 
Smith), showing marked improvement in the vision 
with the central vein returning to normal caliber 
and a new large venous collateral entering the 
deeper layers just nasal to the optic disc. 
Conclusion was that anticoagulant therapy in 
retinal venous occlusion should be preventive. Time 
is given for the development of patent collateral 
channels and to permit repair of damaged venous 
endothelium. The length of time over which it is 
used is of greater importance than a radical reduc- 
tion of the prothrombin level to 20 to 25 per cent 
such as is necessary for curative purposes.—D.P.T. 
* * * 


Cardio Esophageal Relaxation 


Cardio Esophageal Relaxation (Chalasia) as a 
Cause of Vomiting in Infants. By William Beren- 
berg and Edward B. D. Méuhauser, Ped., 5:3, 414- 
420, Mar., 1950. 


Persistent or recurrent vomiting in the newborn 
period may be due to a variety of causes. The au- 
thors have observed 24 patients with repeated vom- 
iting apparently due to persistent relaxation of the 
hiatal portion of the esophagus with failure of the 
gastric cardia to perform its usual “sphincter” ac- 
tion. The term chalasia is the opposite of achalasia 
or cardiospasm. The vomiting is rarely forceful or 
projectile. It is most likely to occur when the baby 
is put back into its crib. The mother frequently 
says that as long as-she holds the child it does not 
vomit. Spinal taps were done on most cases to rule 
out brain injury. Untreated, the patient either lost 
weight or gained slowly over a period of weeks. 

Diagnosis is made with fluoroscupic examina- 
tion of the swallow function of esophagus and 
stomach. The esophagus is larger than usual and 
gives the impression of being thin-walled and 
flaccid. There is persistent failure of the “sphincter” 
action to occur. As a result of this one visualizes 
the esophagus as a dilated flaccid tube leading to the 
gastric cardia. With the inspiratory phase of res- 
piration the esophagus dilates further and barium 
may be seen to enter it from the stomach since there 
is no mechanism to prevent regurgitation of gas- 
tric contents. During the expiratory phase of res- 
piration the filled esophagus is compressed and 
some barium is regurgitated up into the mouth while 
some is forced-back into the mouth. Drugs did not 
alter this picture. No change occurred with dif- 
ferent formulas. 

The patients were relieved by being fed in the 
semi-erect position, and kept in this position for 30 
minutes after feeding. Feedings are thickened with 
one ounce of cereal to 15 ounces of formula. 
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The infant is kept propped up in his crib by the 

use of pillows and a harness-like support. He is 

usually kept in this position throughout the major 

part of the day and night. Milder cases need to be 

kept erect only for an hour or two, others need only 

thickened feedings—D.R.D. 
* 


* * 


Aureomycin in the Intestinal Tract 

The Effect of Aureomycin on the Bacterial Flora 
of the Intestinal Tract of Man: A Contribution to 
Preoperative Medication. By William H. Dearing 
and F. R. Heilman, Proc. Mayo Clinic, 25:4, 87-102, 
Feb, 15, 1950. 

The object of the investigation was to test the 
effectiveness of aureomycin in removing the cultur- 
able bacteria from the intestinal tract in man, and 
to compare it, in this respect, with sulfasuxadine, 
sulfathaladine, and dihydrostreptomycin. One hun- 
dred forty-eight unselected hospitalized patients 
with intestinal lesions, chiefly of-a surgical nature, 
were studied. 

Aureomycin, 750 mgm. by mouth, four times a 
day, for three or three and one-half days, was found 
to produce sterility or near sterility, and is recom- 
mended as the preoperative dosage. Abscess cavities, 
intestinal fistulas, and obstruction hindered steriliza- 
tion. Lower dosages of aureomycin were less ef- 
fective, and combination of the drug with dihydro- 
streptomycin failed to increase the action. 

Sulfasuxadine and sulfathaladine studied separ- 
ately, in dosages of four gms. six times a day for 
one day, then two gms. six times a day were less 
effective to a very definite extent—T.P.B. 





BOOK REVIEWS 





Textbook of Anatomy and Physiology: Third 
Edition. By Catherine Parker Anthony. Published 
by the C. V. Mosby Company, St. Louis, 1950. 614 
pages, 208 illustrations including 16 color plates. 
Price, $4.00. 

Recent years have seen a rapidly growing em- 
phasis placed upon the professional education of 
nurses, physiotherapists, occupational therapists, and 
to a certain extent, the physical educationalist. It is 
most difficult to write a single text of anatomy and 
physiology for all four groups. It is clear that 
anatomy and physiology should te taught together. 
In the past, and even today, the two were, or are, 
being taught separately. This book was designed 
primarily for nurses, but with supplementary atlases 
of anatomy it would be admirably suited for the 
other three groups. Considerably more anatomical 
material has been added to the third edition, 
namely: on glands, joints, ears, veins, brain and 
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autonomic nervous system. Because of its concise 
style it is admirably adapted for the groups named, 
especially nurses. There is no extensive material in 
any chapter which can easily become confusing to 
those for whom it is written. An excellent plan of 
outline closely summarizes each chapter with lead- 
ing questions for discussion and quizzing. The well 


presented material is accurate——P.G.R. 
* * * 


Practice of Medicine. By Jonathan C. Meakins. 
Published by the C. V. Mosby Company, St. Louis. 
1558 pages, 518 illustrations. Price, $13.50. 

This is the fifth edition of a text on the practice 
of medicine which has been rather widely accepted. 
Dr. Meakins states that the writing of a new edition 
is becoming increasingly difficult because of the 
rapid progress of medicine. Because of the tempo 
of the times, various portions of the text are not 
as up-to-date as they should be. Several changes 
have been made. The sparse section on psychiatry 
has been replaced by one on psychosomatic medi- 
cine. Because of the rapid advance in chemotherapy 
and antibiotics, a chapter has been devoted to this 
subject to prevent duplicaticn. The chapter on the, 
ductless glands has been largely rewritten. The text 
is well illustrated and well organized. I would 
recommend it for the student and practitioner of 
medicine-—S.J.W. 

* * * 

Medical Diagnosis. By Roscoe L. Pullen. Pub- 
lished by W. B. Saunders Company, Philadelphia. 
119 pages, 601 figures, 10 tables, 10 color plates. 
Price, $12.50. 

Revision of the first edition to keep abreast of 
medical diagnosis has resulted in the addition of 
several new chapters, Diseases of Blood, Medical 
Diagnosis of the Aged, and Examination of the 
Psychiatric Patient, with deletion of The Sterility 
Problem, Military Problems, Occupational Injury, 
and Determinants of Prognosis. 

The regional method of presentation has been 
retained. Contributors to the original sections 
have made revisions, this being particularly notice- 
able in the chapters on The Eyes, The Abdomen, 
and Electrocardiographic Diagnosis which have 
been completely re-written. A discussion on uni- 
polar leads, incorporating the new terminology and 
adjuvant diagnostic measures such. as liver function 
tests, examination of duodenal contents, liver bi- 
opsies and x-ray studies of the abdominal organs. 
adds to the textbook.—H.W.V. 


* * * 


You and Your Heart. By Marvin, Wright, Page 
Jones and Rutstein. Published by Random House 
New York. 306 pages, three illustrations. Price 
$3.00. 
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This book, written by five leading authorities of 
cardiovascular diseases, clearly analyzes for the lay- 
man the various types of heart disease and the many 
factors which cause cardiovascular disease. The style 
of writing makes the book easy to read, and every 
reader, lay or professional, should find it worth- 
while. The authors emphasize that the purpose 
of the book is to acquaint the reader with a better 
understanding of how the vascular system works in 
health and in sickness. It is not intended to make 
possible self treatment or diagnosis. One might 
question the lack of emphasis placed upon the value 
of good nutrition in the prevention of rheumatic 
heart disease and obesity; also the advisability of 
recommending alcohol, a dangerous, habit-forming 
drug, when its value as a vasodilator has not been 
accepted or definitely proven. 

It is of interest that Doctor Page permits the 
moderate use of tobacco for patients with hyper- 
tension while Doctor Wright restricts its use in 
peripheral vascular disease. Doctor Marvin makes 
the statement, “It is definitely established that for 
many people with coronary artery disease smoking 
imposes an unnecessary and undesirable load upon 
the heart.” However, these are points that will be 
argued for some time among doctors, and both sides 
of the question should be given to the public. 

A chapter on misapprehensions should help clear 
up many faulty beliefs concerning heart disease. I 
am certain the statement, “We have no convincing 
evidence that simpler societies have averted any 
heart disease either through diet or mode of life,” 
could be challenged by many of our fellow workers 
who are serving as foreign medical missionaries 
throughout the world. | 

The final chapter discusses unanswered questions 
showing the great need for continued research in 
solving many of our problems. The objectives of 
the American Heart Association are presented, and 
the layman is invited to cooperate with the medical 
profession through the American Heart Association 
to help reduce the great economic loss resulting 
from heart disease.—D.C.P. 

* * * 

Cardiovascular Disease. By Louis H. Sigler. Pub- 
lished by Grune and Stratton, New York. 551 
pages, 149 illustrations, 10 tables. Price, $10. 

In a clear, comprehensive manner the author 
covers the etiology, anatomic pathology, patho- 
genesis, diagnosis, and clinical manifestations of 
cardiovascular disease. 

Considerable space «is allotted to normal anatomic 
features, physiological principles of the circulatory 
system, normal objective findings, and psychoso- 
matic aspects of the disease in order to allow the 
clinician to appreciate the individual in health and 
disease. 
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The subject matter is augmented by tables, 
graphs, schematic drawings, and illustrated by 
clinical material, roentgenologic findings, photo- 
micrographs, and pathological specimens. 

References to current concepts are featured 
throughout; included are those dealing with heart 
failure, shock, and hypertension. 

A brief chapter presents problems regarding 
pregnancy and cardiovascular disease, and the final 
chapter hastily mentions the forms of cardiovascular 
disease that may add the risk of, or may follow, a 
surgical procedure—H.W.V. 

* * * 

Scientific Principles in Nursing. By Esther Mc- 
Lain. Published by C. V. Mosby. Company, St. Louis. 
410 pages. Price, $3.00. 

This book should prove to be valuable for use 
in nursing education. Nursing is based on scientific 
principles, and by having such information con- 
densed into one book the nurse is presented with 
a complete and understandable picture—O.Mc. 

* * * 

A Textbook of X-Ray Diagnosis, Bones, Joints, 
and Soft Tissues. Second edition. Edited by S. 
Cochrane Shanks and Peter Kerley. Published by 
W. B. Saunders Company, Philadelphia. 592 pages, 
553 illustrations. Price, $15. 


This volume is the first of a set of four to appear 
as a second edition of a work first published 10 
years ago in three volumes. The contributors are 
all British. 

The material is presented in 11 parts and 53 
chapters. The 11 major subdivisions are as follows: 
normal bones and joints, the general pathology of 
bone, congenital deformities of bones and joints, 
osteochondritis, static and paralytic lesions, consti- 
tutional diseases of bones and joints, tumors and 
cysts, the soft tissues, localization of foreign bodies. 
A complete index is supplied. 

The material offered is extensive and is concisely 
presented. Little repetition or wordiness is en- 
countered. The work is richly illustrated with illus- 
trative radiographs, nearly all well reproduced, pre- 
sented as positive prints. Selection of illustrative 
material is carefully done so that significant points 
are illustrated. Where possible, factual and statis- 
tical material is tersely presented in tabular form. 

Print and arrangement of material are adequate, 
making for ease of reading. Sufficient information 
on historical, clinical, histological and laboratory 
findings is presented to add meaning to the radio- 
graphic changes described. 

The book is considered up-to-date, readable, and 
comprehensive. It should be popular with both 
radiologist and orthopedist as well as being a con- 
cise and usable source of information to physicians 
in other fields—H.H.D. 
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Survey of Laboratory Infections 


The first comprehensive survey to be made in 
this country of the incidence of infection among 
laboratory and research workers is now being cont 
ducted with the assistance of a grant from the Di- 
vision of Research Grants and Fellowships of the 
National Institutes of Health. The survey is being 
conducted by Dr. S. E. Sulkin and Dr. R. M. Pike of 
Southwestern Medical College, University of Texas, 
who are sending out questionnaires to all govern- 
mental and private laboratories handling infectious 
agents. 

The demands of modern medicine require in- 
creased numbers of laboratory technicians to handle 
potent disease-producing agents, both in diagnostic 
work and in research. As a result significant in- 
creases in laboratory infections have occurred, ac- 
cording to reports received by the Public Health 
Service. From information compiled by the sur- 
vey the seriousness of the problem can be deter- 
mined and figures will be available on the number 
of laboratory infections occurring in persons deal- 
ing with diseases such as tuberculosis, tularemia, 
epidemic typhus, encephalitis and Q fever. 

Results of the survey will be presented to the 
“American Public Health Association at its annual 
meeting in St. Louis, October 30 to November 3. 





Van Meter Prize Offered 


The American Goiter Association will award a 
prize of $300 and two honorable mentions for the 
best essays submitted on original work on problems 
related to the thyroid gland, either clinical or re- 
search. Information on the competition may be 
secured from Dr. George C. Shivers, 100 East St. 
Vrain Street, Colorado Springs, Colorado. 





CLASSIFIED ADVERTISEMENTS 


DOCTOR WANTED for rural community. Large thickly 
populated area, 14 miles to nearest doctor, 16 miles to near- 
est hospital, 20 miles northeast of Wichita. Write the Journal 
31-50. 





FOR SALE—F. A. Hardy and Co. 1904 ophthalmometer 
and adjustable stand, Hobart metal cabinet with 27 small 
drawers and wooden base, treatment chair, examination 
chair, table cushion, urinary test cabinet, sterilizer, small 
oak desk and swivel chair and cushion, heat lamp, electric 
window cooler, instrument table, etc. Write the Journal 
32-50. 





FOR SALE—G. E. Victor x-ray with developing tank and 
filing cabinet, excellent condition, $500; Hamilton examining 
table with matching instrument cabinet, treatment table and 
sterilizer table, seven chrome chairs with matching table, 
néw microscope, five-ton capacity York air conditioner and 
niany other articles of office equipment. Write the Journal 
33-50. 
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